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THE PATHOLOGY OF METROPATHIA 
HASMORRHAGICA: A STUDY OF ONE 
HUNDRED AND TWELVE CASES 
OF IRREGULAR UTERINE 
HASMORRHAGE.* 


By J. V. Dunic, M.B. (Sydney), 
Brisbane and District Laboratory, Hospital for 
Sick Children, Brisbane. 


In 1927 Dr. M. G. Sutton discussed with me the 
then unsatisfactory state of our knowledge about 
the sxtiology and pathology of irregular uterine 
hemorrhage. He proposed that we should examine 
together, each from our own point of view, a series 
of cases of this disorder so as to correlate with some 
degree of certainty the symptoms and the patho- 
logical findings. Since then I have examined 


1 Read at a meeting of the Queensland Branch of the British 
Medical Association on August 1, 1930. 


histologically 112 samples of uterine curettings of 
which I have complete records. The histological 
examination was made with special reference, at 
Dr. Sutton’s request, to: (i) Correlation of endo- 
metrial histological appearange with clinical history 
of menstrual cycle; (ii) evidence of inflammation; 
(iii) evidence of pregnancy; (iv) abnormalities 
noted. As it turned out this scheme proved to be 
of considerable experimental value since under (i) 
we were able to investigate accurately those patients 
suffering from disorders associated with epimenor- 
rhea, menostaxis and menorrhagia. As for (ii), I 
am now satisfied that, if endometrial inflammation 
does occur, it is not yet a demonstrable factor in 
the morbid condition with which I am now con- 
cerned. As to (iii), conceptual remains are so 
often outside the expectation of the unsuspecting 


' gynecologist dealing with women who might have 


a fancied interest in concealing the possibility of 
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conception, that we thought that a very careful 
search should be made to decide this point in all 
cases. Category (iv) furnished much _ useful 
information, all of which is set out in this paper. 
Most of the material was supplied to me as 
pathologist to the Lady Lamington Hospital by Dr. 
Sutton from patients under his care at that 
hospital. 

In his paper published in this issue of THE 
MepicaL JOURNAL oF AvustTrALIA, Dr. Sutton has 
discussed two points which I should emphasize here. 
They are, first, that a proper knowledge of the 
endocrinology and chronology of the menstrual 
cycle are necessary to an understanding of the dis- 
orders of menstruation, and second, that, if used 
with common sense, a curette cannot do any harm. 
It should be noted that a pathologist cannot do 
much with material secured from a gentle caress of 
the uterine mucosa, which usually produces a little 
blood clot and not much else. 


The Normal. Menstrual Cycle. 

It is most remarkable that the histology of 
menstruation should have received until recent times 
so little accurate attention. Even now a pathologist 
will see a section of menstruating endometrium quite 
by diagnostic accident, so much are others obsessed 
by the old menstrual taboo. I make this point 
deliberately since it is of the utmost importance for 
us to know whether, for instance, the uterine mucosa 
is really shed in menstruation or not. On this 
knowledge will depend a decision as to the nature 
of menorrhagia and menostaxis. And even as a 
scientific problem it is imperative for us to know 
the truth. In my series I have only two sections 
of the endometrium in the stage of menstruation, but 
both of these are from pathological uteri so that no 
conclusions can be drawn from them. On the other 
hand, I have many sections from uteri which I 
believe to be normal in the immediate postmenstrual 
stage where the mucosa is intact. It is so hard 
to believe that the mucosa could regenerate so 
rapidly if menstruation involved desquamation that 
I am at present committed to the belief that 
normally no desquamation of the mucosa occurs in 
menstruation. Novak seems to agree with this 
view, while Eden and Lockyer’ show figures in 
their book to the opposite effect. 

In Figure I it will be seen that the endometrium 
is in the immediate postmenstrual stage; the glands 
are just about to collapse and straighten, the stroma 
is still very hyperemic with menstrual blood, 
menstruation having, in fact, just about ceased ; but 
the mucosa is quite intact. This specimen was sup- 
plied to me by Dr. Sutton and the clinical history 
was that of a postmenstrual endometrium. 

It is, therefore, evident that until this point is 
decided, the pathology of menorrhagia and 
menostaxis will remain obscure. 

Assuming then that the mucosa of the uterus 
remains intact throughout the menstrual cycle, the 
endometrial changes which occur may be described 
in four stages: interval, premenstrual, menstrual 
and postmenstrual. 


Interval Changes. 


In the interval the glands are slightly tortuous 
but not dilated, with a clear lumen. The epithelium 
is typical columnar, the nuclei being peripheral, 
oval and rather flattened, staining well and the 
nuclei of neighbouring cells being rather close 
together. The stroma at this stage is most uniformly 
typical, no marked difference between that of the 
compact and spongy layers being discernible, quali- 
tatively, though that of the compact layer is 
definitely more condensed. 


Premenstrual Changes. 


The premenstrual stage occupies about eight days 
and varies histologically with time. At first the 
stroma of the so-called compact layer condenses to 
such an extent that it becomes almost decidual, a 
feature of very considerable significance, especially 
in view of Beckwith Whitehouse’s recent work. 

The process is best described as progressive for 
all the elements concerned. The glands dilate 
gradually to their physiological limit, which inci- 
dentally is not great, elongate and, again physio- 
logically limited in scope, become tortuous. The 
epithelium undergoes characteristic changes. It 
swells so that each cell becomes broader and higher. 
As a result the nuclei, which by this time are 
becoming paler, are also larger, more rounded and 
more widely separated. The lumina contain an 
amorphous material. As a result of mechanical 
forces, one of which is probably hemodynamic, this 
epithelial hypertrophy is forced to assume the form 
of ingrowth into the lumen—the Gebhard-Opitz 
phenomenon. Throughout this stage the menstrual 
blood is swelling up from the deepest part of the 
spongy layer and histologically the chronology of 
the cycle can be roughly judged from the level of 
this hyperemia. As the cycle nears fruition the 
glandular changes noted advance with the rise of 
hyperemia upwards through the spongy layer into 
the compact layer so that at actual menstruation 
the compact layer has ceased to exist as such and 
widely dilated, coiled glands open on to the mucosa 
through lakes of hemorrhage containing only very 
scanty remnants of endometrial stroma. 


Menstrual Changes. 

In the menstrual stage the glands are long and 
tortuous, even in the compact layer, wherein the 
histologist is accustomed to find “normal” tubules. 
The stroma is scanty and is replaced by lakes of 
hemorrhage. 


Postmenstrual Changes. 

In the postmenstrual stage shown in Figure I 
it is remarkable how suddenly the tubules collapse 
and straighten out after menstruation has ceased 
in the normal woman. Figure I shows this very 
well. The superficial layer is still distended with 
menstrual blood, but the glands are quite collapsed 
and flattened. A critical examination of the 
epithelium will reveal all the gradational changes 
between a low flat cell with a relatively hyper- 
chromatic small oval nucleus to a high broad cell 
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with a rounded relatively hypochromatic nucleus. 
The nucleus, moreover, tends to change its position, 
relatively to that of neighbouring cells, in that it 
becomes more separated and absolutely, in that it 
becomes nearer to the lumen and less peripheraliy 
placed, according as it progresses from the interval 
to the menstrual stage. 

I have spoken of the so-called compact and spongy 
layers of the endometrium. These terms were 
evidently invented by histologists who did not 
understand that the endometrium was always in a 
state of iiux, that is to say that the endometrium 
was never the same from one day to another and 
that, while the superficial layer of the endometrium 
may be “compact” six days before menstruation, it 
is decidedly not so from the third antemenstrual 
day until about ten days before the next menstrua- 
tion. It would be much better to use the terms 
upper and middle layers. 

However wrong the older histologists were, it is 
well worth noting, however, that the endometrium 
becomes decidual in conditions associated with two 
states normally: (i) the premenstrual state, (ii) 
pregnancy. Beckwith Whitehouse states very aptly 
that menstruation is an infertile abortion. I have 
no doubt that is so, the histological features of the 
premenstrual endometrium and of the pregnant state 
being precisely the same. It is a very significant 
fact that similar changes occur in endometrium 
which is the seat of certain types of metropathia. 
I shall discuss this later, merely now noting the 


close histological relationship between these three 
conditions, suggesting a common endocrine origin. 


Metropathia Hzemorrhagica. 


Uterine hemorrhage may be due to one of the 
following causes: New growth, retained products of 
conception and that series of changes we call 
metropathia hemorrhagica and which I shall deal 
with at some length. Roughly the term may be 
held to include irregular uterine hemorrhage not 
due to neoplasm or retained conceptual products. 

I have records of one hundred and twelve 
examinations of material removed by curettage from 
patients suffering from irregular uterine hemor- 
rhage. The pathological condition found was: New 
growth, 13; products of conception, 14; necrosis, 1; 
fibrosis, 2; metropathia hemorrhagica, 48. Of the 
remainder, twenty-seven specimens were found to be 
normal and seven unsuitable for examination. Histo- 
logically the forty-eight samples of metropathia fall 
into three well defined groups, set out below in a 
classification I have designed to cover all types I 
have seen. 

Classification of metropathia hemorrhagica: 

1. With glandular change: 


A. Hyperplasia, four types: 
(a) Early cystic. 
(b) Late cystic. 
(c) Pseudocyetic (hyperplasia glandularis pseudo- 
cyetica). 
(d) Adenomatous. 
B. Atrophy (atrophia glandularis). 


2. Without glandular change. 
C. Hyperemia and edema without glandular change. 


Of the lesions of the forty-eight sections in the 
whole class, hyperplasia was responsible for thirty- 
five, atrophy for ten, hyperemia (Group C) for 
three. 

Of the thirty-five specimens in Group A, thirteen 
were early cystic, fourteen late cystic, five pseudo- 
cyetic and three adenomatous. 

It will thus be seen that cystic hyperplasia is by 
far the most frequent cause of irregular uterine 
hemorrhage. 


Histology of Metropathia Hzemorrhagica. 
Early Cystic Stage of Hyperplasia. 

In the early cystic stage of metropathia hemor- 
rhagica the glands are hyperplastic, greatly in- 
creased in number, so that the stroma is relatively 
scanty. Cyst formation invariably follows this 
glandular hyperplasia and in doubtful cases a care- 
ful search of the middle layer of the endometrium 
will decide the point. Within the cystic gland the 
course of events is rather similar to that in chronic 
hyperplastic cystic mastitis. The actual epithelial 
cell lining the cavity does not alter much, but the 
lining as a whole proliferates, so that it beccmes 
heaped up into more than one or two layers. Vv. ithin 
the developing cyst an amorphous secretion may be 
seen, but at this early stage no cell desquamation 
takes place, nor is there any marked change in the 
stroma about the cystic spaces. In the upper layer 
at this stage one frequently finds small areas of 
glandular atrophy wherein the stroma is loose and 
probably cedematous. The essential feature of the 
type is then cystic dilatation and intracyst epithelial 
hyperplasia. 


Late Cystic Stage of Hyperplasia. 


The late cystic stage presents features which are 
radically different. In the middle layer one finds 
large cysts lined with epithelium which is usuaily 
columnar, shows no sign of proliferation, and is, at 
least in most of the sections I have seen, rather 
lower than normal and flattened. In some cases 
this flattened lining was wholly or partly shed. The 
condition of the stroma varies, but generally it is 
cedematous and invariably one finds here and there 
towards the upper layer large areas of hemorrhage. 
Within the cysts one sometimes finds aggregates of 
cells, leucocytes, epithelial cells and sometimes large 
round eosinophile cells, the origin of which is 
obscure. (Figures II, III, IV, V.) 


Pseudocyetic Hyperplasia. 


In pseudocyetic hyperplasia the endometrium 
bears the strongest possible resemblance to that 
associated with pregnancy, a decidual change in the 
upper layer and hypertrophy of the glands of a 
specific type, in which the glands enlarge, secrete 
much mucus while their epithelium becomes high 
columnar, widens and sends feathery papillary in- 
growths into the lumen, much resembling the pre- 
menstrual stage on an exaggerated scale. As the 
decidual change descends, the glands seem to become 
mere vestiges. Figure VII shows a pregnant uterus 
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euretted for abortion at two and a half months. 
Compare with this Figure VI, section of endo- 
metrium from a unipara, celibate for the last eight 
years, who menstruated regularly but suffered from 
menostaxis and had therapeutic curettage fourteen 
days after menstruation. The chance of pregnancy 
is completely denied and her doctor tells me he has 
‘no reason to believe in such a possibility. The 
amount of material supplied to me was so large 
that villous remains could not have escaped notice. 
In the absence of an ectopic gestation, the possi- 
bility of which is denied, I cannot escape the con- 
clusion that we are dealing with a pathological 
condition and not a physiological one. Dr. Sutton 
and I have records of three authentic cases of this 
kind and one-a little doubtful. 


It seems evident to me that this state can have 
its cause outside the uterus only, a persistent or 
abnormally slowly regressing corpus luteum, as 
Whitehouse suggests. The difficulties in cases like 
this are great and ovarian dysfunction as a cause 
must remain conjectural owing to the very meagre 
opportunity and absence of cogent reason for actual 
inspection of the ovaries. 


Adenomatous Hyperplasia. 


Adenomatous hyperplasia has long been recog- 
nized as a pathologi¢al entity and differs materially 
from the other types I have described. (See Figure 
VIII.) It has the superficial appearance of a neo- 
plastic process, considerable proliferation of the 
parenchymatous tissue with a very scanty stroma. 
The epithelium, however, remains typical, even when 
it proliferates as intraduct papillary ingrowths. 
Moreover, no eversion takes place and the process 
remains as a diffuse thickening in depth of the endo- 
metrium. A likely suggestion occurs to me that this 
is the end result of type (a), what I call the early 
cystic type. Analogies between these conditions as 
they occur in the uterus can be found in the pros- 
tate and in the breast, first, a slight papillary pro- 
liferation in a few solitary ducts, then either a 
diffuse parenchymatous hyperplasia or a fibro-cystic 
change without progressive epithelial change, asso- 
ciated rather with epithelial regression. I do not 
doubt that solitary or diffuse eversion of the con- 
dition may occur producing true adenomas in the 
form of polypi in the uterine cavity. The dividing 


line must be difficult to fix; it will depend on when > 


eversion tends to occur. Compare with Figure XIII, 
section of an adenomatous polypus, in which the 
epithelium is definitely atypical and justifies a diag- 
nosis of new growth. 


The clinical history in this group gives little 
assistance in assigning the cause. In patients suffer- 
ing from disorders of types (a), (b) and (d) 
anatomical irregularities were present, retroversion 
or prolapse or both together, in only ten. The rest, 
thirty-three, complained of a variety of menstrual 
irregularities, involving rhythm, period and amount 
lost. Type (c) was associated with menostaxis, one; 
hypomenorrhea, one; prolapse, one; metrorrhagia, 
two. 


Atrophia Glandularis. 


Wilfred Shaw,’ whose contributions to the sub- 
ject of metropathia hemorrhagica are of the highest 
value, figures endometrium which I would place in 
this special group and describes it as a disintegration 
process, but to my view he hardly gives it the value 
I do. Figures IX and X admirably illustrate the 
condition. The glands are clearly atrophic in places 
and in these areas the stroma is loose and cedematous 
and contains an abundance of aggregates of small 
round cells including no plasma cells which are 
believed to be the criterion of an inflammatory 
process. Careful cytological examination of this 
atrophic epithelium leads me to believe that the 
process is not necrotic, in the sense of being the 
result of the action of a strong irritant, but that it 
is a hypoplasia probably due to defective endocrine 
action. In four of the patients I place in this group, 
there were myometrial changes, adenomyoma, one; 
fibromyoma, three. Two others had ovarian changes, 


double tarry luteal cysts, one; and_ salpingo- 


oophoritis. Of the others the clinical conditions 
were epimenorrhagia, one; menostaxis, one; retro- 
version, dysmenorrhea and menorrhagia, one; 
retroversion and metrorrhagia, one. 


All patients of this type were over forty years of 
age. 


Hyperemia and @dema Without Glandular Change. 


Hyperemia and edema without glandular change 
will be self evident to the histologist. If the upper 
layer is hyperemic at a stage when, judged from the 
state of the glands, no hemorrhage should be 
present in that situation, then the endometrium 
must be regarded as pathological. Figure XI shows 
the condition at the interval stage. As to the four 
sections placed in this group, the associated clinical 
conditions were: retroversion and menorrhagia, two; 
epimenorrhagia, one; metrorrhagia, one. 


It must be confessed that we are still very 
ignorant of the fundamental causes of these con- 
ditions and whether my classification has any real 
pathological value remains to be seen. But that it 
will have a distinct bearing on treatment must be 
conceded. Fortunately a definite diagnosis of endo- 
metrial disease associated with irregular hemor- 
rhage is easy for the experienced pathologist, pro- 
vided the surgeon uses his curette in such a way 
as to give the pathologist a fair chance. Neoplastic 
disease (Figures XII, XIII, XIV illustrate the 
commonest conditions of this kind likely to be met), 
can hardly be missed. Conceptual remains are not 
so easy to exclude. I recall having examined some 
curettage material very likely to contain such re- 
mains. None, however, was found until the uterus 
was removed on suspicion of malignant disease diag- 
nosed only on the ground of persistent bleeding. 
The most patient search should always be made for 
placental tissue since, as is shown above, a decidual 
uterus is not sufficient ground for diagnosing preg- 
nancy. These conditions having been excluded, 
there remains only metropathia hamorrhagica and 
treatment will depend solely on the pathological 
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FIGURE I. FIGURE VI. Figure VII. 


Figure IV. 


Figure III. FIGURE V. 


Figure II. 
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Figure II. 
Photomicrograph of periphery of hepatic metastases, 


FIGURE 1. showing liver tissue invaded by anaplastic growth, in 
Photomicrograph from clavicular tumour showing corni- which only one small cornified area is visible. © Much 
fying epidermoid carcinoma and several typical foreign- Iymphocystic reaction is present. (x 100.) 


body giant cells, indicated by arrows. (x 100.) 


ILLUSTRATIONS TO THE ARTICLE BY Dr. G. G. BRADLEY AND Dkr. P. E. W. SMITH. 
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FiGuRE Il. 
Showing the development of fibrils in one of the larger 


Microphotograph showing masses of cells, scattered cells 
masses of cells, 


and numerous nerve tibrils Chwematoxylin and eosin). 
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ILLUSTRATION TO THE ARTICLE BY Dr. G. BELL AND Dr. A. H. TEBBUTT. 


Photomicrograph showing giant cells, small round cells et cetera, in the 
infiltrated wall of the stomach in gastric syphilis. % objective, x 5 ocular, 
camera extension 675 millimetres. 


ILLUSTRATIONS TO THE ARTICLE BY Dr. S. G. ICETON, Dr. H. R. G. POATE AND Dr. A. H. TEBBUTT. 


Ficeuere Il. 
Gastric tumour. A portion of capsule is seen at a, and 
from this a trabecula passes into the tumour. Thin 
walled open blood vessels are to be seen. % objective, 
no ocular, camera extension 750 millimetres. 


Ficure IV. 
Higher power view of the gastric tumour, showing 
somewhat scattered nuclei and the fine fibrillar struc- 
ture and numerous vacuoles. % objective, ocular x 5, 
camera extension 650 millimetres. 
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diagnosis; the hyperplastic group will do well with 
radium combined possibly with effort to promote 
endocrine efficiency. Wilfred Shaw points out that 
the cystic type of hyperplasia is often associated with 
ovarian (follicular) dysfunction, while, as pointed 
out above, the pseudocyetic type is possibly due to 
defective function of the corpus luteum. I do not 
believe, moreover, that endometrial hyperplasia 
justifies hysterectomy until more rational treatment 
has been exhausted. 

Patients in Groups B and C should, theoretically, 
not require radium, still less hysterectomy, before 
treatment has been directed towards a remedy of 
anatomical defects and of endocrine disorders. 
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Legends to Illustrations. 
oe I, showing uterine mucosa in immediate postmenstrual 
stage 
Figure II, showing late cystic hyperplasia in a patient suffer- 
ing from retroversion of the uterus. 
Figure III, showing late cystic hyperplasia in a patient suffer- 
ing from metrorrhagia preceded by three months’ amenorrhea. 


Figure IV, showing late cystic hyperplasia in a patient with 
retroversion and epimenorrhagia. 


Figure V, showing late cystic hyperplasia in a patient with 
prolapse, retroversion and menorrhagia. 


Figure VI, pseudocyetic hyperplasia. Note the deep decidua 
and the wide papilliferous gland spaces. Clinically the con- 
dition was menostaxis. 


Figure VII, endometrium from uterus of a patient two months 
pregnant. Compare with Figure VI 


Figure VIII, adenomatous hyperplasia. 
dition was persistent metrorrhagia. 


Figure IX, atrophia glandularis. Note the loose stroma 
about the foci of atrophy and the small cell exudate. Clinically 
the condition was epimenorrhagia. 


Figure X, atrophia glandularis. Note the loose stroma about 
the foci of atrophy and the small cell exudate. Clinically the 
condition was adenomyoma and metrorrhagia. 


Figure XI, endometrium in the interval stage, showing edema 
and hyperemia of the middle and upper layers. Clinically 
the condition was retroversion and menorrhagia. 


Figure XII, adenomyoma. 

Figure XIII, Polypoidal adenoma of the everted type. 

Figure XIV, adenocarcinoma of the corpus uteri, Grade II. 


EARLY DIAGNOSIS AND SERUM TREATMENT OF 
POLIOMYELITIS.* 


Clinically the con- 


By Karen T. Hetms, M.B., Ch.M. (Sydney), 
Sydney. 


As a preliminary to the consideration of the early 
diagnosis and serum treatment of poliomyelitis T 
would like to say something about the histology of 
the disease. 


1Read at a meeting of the New South ay ae — of the 
British Medical Association on November 27, 


Fairbrother and Hurst have done some work 
recently on the subject at the Lister Institute. I 
will deal briefly with some of their observations 
and conclusions. 


It is generally agreed that the infection in 
monkeys accurately reproduces the essential 
features of the disease in man. Fairbrother and 
Hurst inoculated the virus intracerebrally into the 
parieto-occipital region, and a histological examina- 
tion was made at varying periods afterwards. 


In monkeys killed one or two days after injection 
there was meningitis spreading from the site of 
inoculation over the cerebral hemispheres. The 
meninges of the brain stem and cerebellum were 
rarely and those of the cord never infected. 


By the third and fourth days after injection there 
were early lesions consisting in cellular foci and 
early perivascular infiltration in the thalamus of 
the same side as the injection, in the cortex immedi- 
ately adjacent to the site of inoculation, and in some 
cases in the mid-brain and pons. The cord was 
normal, General ‘meningeal infiltration had not 
spread to the brain stem. 


On the fifth day, which was the day preceding or 
the day of the appearance of paresis, in the cere- 
brum there were cellular foci and areas of peri- 
vascular infiltration often occurring in the absence 
of overlying meningeal infiltration. Marked lesions 
were present in the homolateral thalamus, in the 
mid-brain and pons. The medulla and cord were 
irregularly affected. At some levels appearances 
‘were normal, while at others there were early 
lesions. Nerve cell degeneration was already seen 
in some of the anterior horn cells, even in the 
absence of local interstitial changes. Cellular foci 
were scattered at random over both anterior and 
posterior horns. Meningeal infiltration occurred 
only when an infiltrated vessel reached the surface 
and was evidently not due to a primary meningitis. 
The intervertebral ganglia were the seat of early 
changes. 


By the eighth day after inoculation the fully 
developed disease was present. While the lesions 
in the cortex and basal ganglia were not much 
altered from those seen on the fifth day, those in 
the brain stem and in the spinal cord had increased 
greatly in severity and clinically had produced 
general paralysis and complete prostration. Nerve 
cell destruction was greatest in the lumbar and cer- 
vical enlargements of the cord. Pial infiltration was 
insignificant in many cases. There was vascular 
congestion. Perivascular infiltration is not neces- 
sarily observed even in the presence of the most 
extreme nerve cell destruction. The nerve cell 
destruction is often incredibly rapid. In the pre- 
paralytic stage when tremor alone is present, only 
early lesions of the nerve cells are found. Twenty- 
four hours later the majority of the anterior horn 
cells may be necrotic masses of débris. After this 
twenty-four hours there is a sharp distinction of the 
nerve cells into two groups: those which are 
obviously necrotic and those in which the changes 
seem definitely recoverable. As degeneration of 
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the cells proceeds neuronophagia begins. Poly- 
morpho-lymphoecytes and and glial cells quickly 
remove the dead cells. 

In the medulla and pons nerve cell damage was 
never as severe as in the cord. In the mid-brain 
perivascular infiltration was frequently intense. 
Nerve cell damage was rarely severe and actual 
necrosis not seen. The basal ganglia, the cortex, 
the cerebellum, and the intervertebral ganglia were 
all affected to some extent. 

Thus Fairbrother and Hurst showed, as many 
others have done previously, that poliomyelitis is 
an inflammatory disease of the whole nervous 
system with an especial involvement of the anterior 
horn cells. 

They consider that the nerve cells are primarily 
affected by the virus and their degeneration is not 
attributable to the accompanying interstitial inflam- 
mation. They also conclude that meningitis is not 
a necessary feature of the disease, and that while 
meningeal spread may take place, the usual route 
is by the axis cylinder. They show that, although 
histologically the disease first affects the mid-brain 
and pons, clinically the legs are usually first affected 
and are later completely paralysed when muscular 
power is still present in the arms, neck and face. 


Diagnosis. 


they gradually progress in severity, but there 
may be a remission as described above. This is the 
so-called dromedary type of onset. Convulsions and 
rigors appear to be exceedingly rare. Fever is the 
most constant symptom. It is usually of moderate 
degree and of short duration. The temperature may 
fall for a day or more before the paralysis appears. 
Vomiting generally occurs early, but is not per- 
sistent. Nausea, anorexia and constipation are other 
common gastro-intestinal symptoms. Retention of 
urine, drowsiness and photophobia frequently occur. 
The older patients often complain of pain in the 
head, in the back, or in the legs. This pain is some- 


' times intense. Marked localized or generalized 


Some authorities are of the opinion that three | 
types of poliomyelitis can be recognized—the | 
abortive, the non-paralytic and the paralytic. Luther | 
points out that the fully developed disease is char- | 
acterized by one or two days’ illness with fever | 


and a gastro-intestinal disturbance, followed by 
several days during which there are no symptoms, 
then a recurrence of fever with gastro-intestinal 
symptoms and symptoms and signs indicating that 
the central nervous system has become involved. 
After this paralysis occurs. 

In the abortive type there is seen only the first 
group of symptoms—one or two days’ illness with 
fever and a gastro-intestinal disturbance. There is 
a theory that this abortive type frequently occurs 
and that by its means most people have acquired 
an immunity. As there are no distinctive signs or 
symptoms by which it can be recognized, its pre- 
valence must remain a matter of conjecture until 
some further method of diagnosis is available. 


The non-paralytic and paralytic types are 
identical at the onset. It is impossible to predict 
either from the clinical symptoms, physical findings 
or spinal fluid changes whether the patient will 
escape without paralysis or not. The non-paralytic 
infections probably constitute a small proportion of 
the total number. Ayer reports that of 240 cases 
which have occurred in Syracuse since 1916, only 
four have been of the abortive or non-paralytic 
types. 

The majority of cases occur in children, but as 
was shown in the epidemic in this State in 1929, 
adults are not infrequently affected. 

The onset of the preparalytic symptoms may be 
sudden or insidious. The usual history is that 


sweating has been noted in some epidemics. 


The physical signs are of greater value in diag- 
nosis than the symptoms. An anxious expression, 


a degree of prostration greater than might be 


expected from the fever, alertness, apprehensive- 
ness, often irritability on handling, but drowsiness 
when not disturbed, a pulse rapid out of all pro- 
portion to the temperature and a moderate injection 
of the throat are characteristic. Stiffness of the neck 
and spine is almost a constant finding and is of 
importance in diagnosis, since in other infectious 
diseases it does not as a rule occur. This stiffness 
is not usually so marked as that found in 
meningitis. The patient will tilt the head on the 
neck, but will not bend the neck on the shoulders. 
Any attempt to do this causes pain. More char- 
acteristic than stiffness of the neck is stiffness of 
the spine. This spine sign has been described as a 
voluntary disinclination to flex the spine anteriorly 


_ because it hurts. It is elicited by asking the patient 


to bend his head on to his flexed knees. The aver- 
age child ill with other infections is very flexible 
and has no difficulty in doing this. In younger 
children one of the examiner’s arms is placed under 
the knees and the other under the patient’s neck. 
On attempting to lift him in this way a pain in 
the back and a voluntary stiffness are induced. In 
some cases pain will be caused by any movement 
which involves the smallest degree of anterior 
flexion of the spine; for example, the patient will 


strenuously resist any attempt to elicit Kernig’s: 


sign because he realizes that an upward and for- 
ward movement of the buttock will cause pain. 
Aycock states: 


Rigidity of the neck and spine could often be suspected 
from the position of protection against anterior flexion of 
the spine which these patients assumed in bed. It could 
often be plainly seen as the patient attempted to raise 
himself to the sitting position. This is accomplished by 
a series of shifts from one side to the other with much 
of the weight of the torso supported by the arms and hands. 
The sitting position is characteristic, the spine is held 
erect, the body is not raised quite to the vertical position, 
but remains supported on the arms. 


Popliteal pain, due to hypertonicity of the ham- 
strings, is sometimes found. Not uncommonly 
coarse tremors or twitchings are seen, especially 
when the child moves and in a limb which sub- 
sequently becomes paralysed. Hyperesthesia, shown 
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later they may be diminished or completely lost. An 
asymmetrical reflex disturbance is a sign of much 
value in the diagnosis. A rash, often morbilliform in 


type, is sometimes seen and appears to be of 


serious prognostic significance. 


After the prodromal stage wliich in the majority 
of cases lasts for three or four days, the destruction 
of the anterior horn cells becomes manifest, the 
affected muscles usually going through a definite 
sequence of weakness, paresis, then paralysis. 


To recapitulate, the most typical early symptoms 
are fever, one or two attacks of vomiting, drowsiness, 
irritability when roused and retention of urine. 
The characteristic signs are the spine sign, coarse 
tremors, hyperesthesia and an asymmetrical reflex 
disturbance. No single sign or symptom is invari- 
ably present. A remission of symptoms may occur 
and constitutes a valuable diagnostic point. The 
accuracy and readiness with which the disease can 
be diagnosed in the preparalytic stage is shown by 
the fact that of 143 patients suspected by Aycock 
and his associates to be suffering from preparalytic 
poliomyelitis and subsequently excluded, none 
developed paralysis. In most a diagnosis other 
than poliomyelitis was established. 


The following conditions have been encountered 
here this year in cases suspected of being polio- 
myelitic, but in which that diagnosis was not the 
final one: cerebro-spinal meningitis, cerebral 
tumour, cerebellar tumour, superficial abscess over 
the right fibula, osteomyelitis of the right femur, 
scurvy and erysipelas. 


Other speakers will deal with the differential 
diagnosis. 

When after a complete clinical examination the 
diagnosis of preparalytic poliomyelitis is suggested, 
lumbar puncture is indicated. The cerebro-spinal 
fluid is usually under increased pressure. Macro- 
scopically it appears to be clear or has a ground 
glass effect. There is an increase in cells. The 
number varies; it may be as high as 700 to 800, or 
as low as 10 to 20. The cells may consist largely of 
polymorphonuclear leucocytes at first, but soon 
lymphocytes predominate. There is usually an 
increase in globulin. The sugar and chloride con- 
tents are normal. 


Flexner and Amoss have shown that when large 
doses of the virus are injected intravenously, slight 
hemorrhage into the subarachnoid space produced 
by lumbar puncture determines invasion of the 
central nervous system and a typical attack of polio- 
myelitis which otherwise does not occur. There- 
fore it is not advisable for a lumbar puncture to be 
performed unless immune serum can be given 
immediately. Flexner and Amoss showed also that 
while the intrathecal injection of normal monkey 
serum, horse serum or normal saline solution 
facilitates invasion of the central nervous system, 


on passive movement, by deep pressure on the 
muscles or even by touching the skin, has led to a 
mistaken diagnosis of acute rheumatism or neuritis. 
The deep reflexes are usually exaggerated at first, 


the intrathecal injection of convalescent serum 
prevented it. 

The following cases which have occurred in 
Sydney this year illustrate the characteristic onset. 


CasE I.—F.A., a boy, aged seven years, was ill for six 
days before paralysis occurred. He had first complained 
of a pain in the head and neck and loss of appetite. 
Three days later he had seemed better, but the day 
after this he was feverish and drowsy; he vomited, was 
constipated and the pain in his head and neck were more 
severe. The day before the onset of paralysis he had 
difficulty in micturition, photophobia and weakness of the 
legs. When seen on March 4 he was very irritable on 
being disturbed, but at times was alert and did try to 
help in the examination. His temperature was 37-2° C. 
(99° F.), the pulse rate 140 and the respiration rate 
40. When asked to sit up he raised himself about half way 
to the vertical position, keeping his weight on his arms 
and hands. Any attempt to bend his head or lean forward 
made him cry out with pain. His abdominal reflexes were 
absent. He had a flaccid paralysis of the muscles of both 
hips which had been present for twenty-four hours, and 
weakness of the muscles of his arms. The cerebro-spinal 
fluid was under definitely increased pressure. Macro- 
scopically it was clear. A cell count showed 54 lymphocytes 
per cubic millimetre. This child was given serum intra- 
thecally and intravenously. 


CasE II.—Y.M., a girl, aged three years, was ill for seven 
days before the onset of paralysis. On September 26, 
1930, she complained of pain in the back of the neck and in 
the occipital region of the head. She felt feverish. There 
was marked anorexia. On September 27 she had a pain in 
the back and was constipated. On September 28 she was 
drowsy and did not complain of much pain. On September 
29 she had a temperature of 38-3° C. (101° F.), she could 
not stand and complained of a pain in her legs as well 
as in her back. She did not pass urine for twelve hours. 
There were marked nausea, anorexia and constipation. 

On October 1, that is, two days before paralysis occurred, 
she appeared to drag her legs on attempting to walk and 


/ was complaining very much of the pain in her back. She 


had slight stiffness of the neck and was still feverish and 
drowsy. She had passed urine once in every twenty-four 


hours for the past three days. 


| child’s expression was anxious. 


| absent. 


On October 3 there was paralysis of the flexors of both 
hips and of the gluteal muscles on both sides. The 
The throat was injected. 
There was definite stiffness of the spine and any move- 
ment which produced anterior flexion, was very much 
resented. The knee jerks and abdominal reflexes were 
The cerebro-spinal fluid was under increased 


_ pressure. There were ten lymphocytes per cubic millimetre 


of cerebro-spinal fluid. Examination of other systems 


| revealed no abnormality. This child was given convalescent 
' serum intrathecally and intramuscularly. 


Treatment by Injection of Convalescent Serum. 
The use of convalescent serum in the treatment 


_ of poliomyelitis is based on decisive experiments in 


monkeys. It has been shown many times that after 


recovery from an attack the blood serum of man 
or of monkey contains virucidal or neutralizing 
antibodies, so that, when it is mixed with the virus 
and injected intracerebrally, an attack of the experi- 
mental disease does not occur. It has also been 
demonstrated that an intrathecal injection of con- 
valescent serum as late as twenty-four hours after 
an intracerebral injection of virus will prevent an 
otherwise certain development of paralytic 
poliomyelitis. 

Two other methods of treatment for which good 
results have been claimed, are the injection of 
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Rosenow’s antistreptococcal serum and frequent 
lumbar puncture with spinal drainage. 


Streptococci have been recovered at autopsy from 
tissues in fatal cases of poliomyelitis, but the 
majority of investigators agree that they are 
terminal invaders or air-borne contaminants. All 
attempts to produce the experimental disease by the 
injection of streptococci have been unsuccessful. 
Amoss and Eberson and others have shown 
that the virus which will produce the disease 
is not neutralized by Rosenow’s serum.  Treat- 
ment by spinal drainage is based on_ the 
theory that the injury to the nerve cells is 
largely secondary to @dema and pressure. Mont- 
gomery and Cole reported fifteen patients treated 
in this way. Only one of these became paralysed. 
Poliomyelitis varies very much in mortality rate 
and in the amount of resultant paralysis, not only 
in different epidemics, but in different localities at 
the same period of time and in the same locality 
at different times. This fact must be considered 
in evaluating the results of treatment, especially 
in small series of cases. It makes the conclusive 
evidence of a controlled experiment difficult to 
obtain. 

A survey of the literature of the treatment by 
convalescent serum leaves one with the impression 
that definite benefit results when it is given in the 
preparalytic stage. 

The serum used in the majority of cases reported 
has been prepared without antiseptic from persons 
who have passed through an attack six weeks to 
thirty years before. The serum which the Infantile 
Paralysis Committee of this State has collected, has 
been obtained from donors a few weeks to ten years 
after the onset of infection. The best results appear 
to have been obtained by combined intravenous and 
intrathecal injection. In several of the series of 
cases reported the intramuscular route has been 
used exclusively. 


The amount given has varied from about twenty 
to one hundred cubic centimetres and has often 
been determined by the supply and the demand 
rather than by any theoretical consideration as to 
its adequacy. 

Two large series of cases of poliomyelitis treated 
in the preparalytic stage by convalescent serum 
have been reported by Aycock and his associates. 


Some of their results obtained in an epidemic in 
Massachussetts in 1927 are shown in Table I. 


TaBLE I. 
Number | | No 
Type of Patient. of | Deaths. | Fatality | Residual 
Patients. Bate. | Paralysis. 
AH Patients .. an 
Untrested Patients. ..| 1,088 | 165 152 | 1:2% 
Treated Patients ..| 106 1 | 09 | 36% 


‘ spreading, further spread is prevented by serum. 


Sixty-five per centum of all treated patients and 
78% of patients treated on the fourth day of the 
disease subsequently developed some paralysis. This 
shows that the series did not consist largely of non- 
paralytic patients. 

All the treated patients showed the typical signs 
and symptoms of the preparalytic stage. 


One hundred and four of the 106 patients showed 
an increased cell content of the cerebro-spinal fluid. 
In the remaining two instances the fluid was blood- 
stained, but both patients subsequently developed 
paralysis, so that a diagnosis of poliomyelitis was 
justified. 

The case fatality rates of treated as compared 
with untreated cases in the epidemic of 1928 are 
shown in Table IT. 


TABLE II. 
Case 
Type of Patient. Cases. Deaths. Fatality 
Rate. 
Entire State: | 
Untreated... 297 55 18-5 
Watertown-Waltham : 
Untreated os 45 8 17°8 
State excluding Watertown and Waltham : 
Untreated .. 252 47 18-7 
Treated 54 3 5°6 


The statistics for Watertown-Waltham are given 
separately because owing to the severity of the epi- 
demic in these adjacent towns and the consequent 
alarm which prevailed, all cases even of the most 
trivial illness were investigated by a physician. 
This gave every opportunity for early diagnosis, 
and it might be said that many mild infections 
ordinarily missed are included in the Watertown- 
Waltham group. But the similarity of the results 
in serum treatment of patients in these towns and 
in the rest of the State shows that there is no 
reason to suppose that there is. a greater pro- 
portion of mild infections in the untreated or 
treated patients of the Watertown-Waltham series. 


Aycock and his colleagues point out in a detailed 
analysis that the amount of paralysis and especially 
of paralysis of the severer grades was definitely 
less in the treated cases than in thie untreated. 


Many others have obtained similar results, and 
have shown that convalescent serum when given in 
the preparalytic stage lowers the mortality rate 
and lessens the amount of resultant paralysis. 


It is generally considered that the administration 
of serum is justified within twenty-four hours after 
paralysis has occurred, but that later when the 
paralysis is stationary, it is of no value. There is 
some reason to believe that when the paralysis is 
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There have been very few cases of poliomyelitis 
in Sydney during the last nine months. Five 
patients, all of whom already had paralysis, have 
been given convalescent serum. In two of these 
there was no further paralysis, and the rate of 
recovery has been satisfactory. The serum may or 
may not have had a beneficial effect in these 
instances. A third patient had bulbar paralysis at 
the time of administration. Paralysis spread to the 
intercostal muscles and the child died thirty-six 
hours later. A fourth patient had extensive paralysis 
of the four limbs and trunk. He died two weeks 
later from pneumonia. The case is interesting in 
view of the fact that there was no increase in the 
cell content of the cerebro-spinal fluid thirty-six 
hours after the appearance of paralysis, showing 
that meningitis was at a minimum, although there 
must have been considerable involvement of the 
anterior horn cells. 


The fifth patient was a girl, aged sixteen months. She 
began to cry suddenly and became very irritable. Her 
mother noticed that she was not using the left arm and 
that she did not like it touched. No history of previous 
symptoms could be elicited. When examined the child was 


extremely irritable. There was marked hyperesthesia and | 


a flaccid paralysis of the left‘arm, forearm and hand. No 
stiffness of the neck or spine was detected, but the child 
was difficult to examine on account of her irritability. 
Within four hours of the appearance of paralysis a lumbar 
puncture was done. The cerebro-spinal fluid was under 
definitely increased pressure, but the cell content was 
normal. Thirty cubic centimetres of fluid were removed 
and twenty-three cubic centimetres of convalescent serum 
were given intrathecally. The next day the child could 
move the left arm and could grasp articles with her hand, 
but there was still definite hyperzesthesia. She was given 


muscularly. For the following three days her pulse rate 
was 140. She was very irritable, had marked anorexia 
and generalized hyperesthesia. She could move her left 
arm. At the end of a week all symptoms had disappeared, 
although her mother stated that even a month after her 
illness she did not walk so steadily as before it. 


The diagnosis in this case must be considered 
doubtful on account of the atypical history com- 
bined with a normal cell count of the cerebro-spinal 


fluid. However, the definite irritability, flaccid 
paralysis with hyperesthesia, localized at first and 
later generalized, the increase in pressure of the 
cerebro-spinal fluid and the fact that the paralysis 
disappeared after a large intrathecal dose of ¢on- 
valescent serum given within four hours of the 
onset, support the diagnosis of poliomyelitis. Amoss 
and Chesney report a case which showed a rapid 
recession of recent paralysis following the 
administration of serum. 

The decisive effect obtained experimentally, the 
statistical results and the many reports of the 
benefit observed clinically from convalescent serum 
when given in the preparalytic stage, all strongly 
support the contention that its use in the treat- 
ment of poliomyelitis should be extended. 

I should like to thank the Infantile Paralysis 
Committee for the opportunity to do this work and 
its members for much valuable help. 
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CLINICAL TYPES OF INFANTILE PARALYSIS. 


By Epcar H. M. STerHen, M.B., Ch.M. (Sydney), 
Honorary Physician, the Royal Alerandra Hospital for 
Children, Sydney; Clinical Lecturer, Medical 
Diseases of Children, the University, 
Sydney. 


I nave endeavoured in presenting this aspect of 
the subject of poliomyelitis to collect those signs 


1 Read at a meeting of the New South Wales Branch of the 
British Medical Association on November 27, 1930. 
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which are of common occurrence in this disease and 
which, taken together, are suggestive of its presence. 

The difficulties in diagnosing poliomyelitis in its 
preparalytic stage are very definite and each point 
that may assist one is to be regarded as something 
ef value. On careful examination of case records 
and comparison with my own experience of these 
patients various items are noteworthy. 


1. The known presence of an epidemic is very 
helpful. 

2. The season of the year is of some importance. 
Autumn is the season selected by poliomyelitis for 
an epidemic. The last week in March produced a 
large proportion of our cases. 

3. Two-thirds of the patients admitted to hos- 
pital were three years of age or under. 

4. In the majority of instances a period of two 
days elapsed between the initial pyrexia and the 
development of paralysis. I need hardly say there 
were variations due to parental vagueness and in- 
complete histories; intervals as long as nine or 
fourteen days were estimated as probable in half a 
dozen cases of the 76 recorded. In twelve at least 
the interval was given as twenty-four hours only. 

5. Irritability was a pronounced symptom of 
common occurrence. 

6. With irritability was associated an apprehen- 
siveness of examination and handling. The patients 
bitterly resent one’s actions. 

7. There was gross tremor on an attempt to per- 
form some voluntary movement. A fluttering of the 
hands is how my memory records this. 

8. Retention or more rarely incontinence of urine 
eccurred in about one-sixth of those whose records 
I could fully examine. I think it is worthy of 
remark. 

9. Inability to sit up was a sign which appeared 
at the onset in nearly 70% of the patients and per- 
sisted for more than four weeks in the majority; a 
period of two months was not uncommon, in others 
fourteen days elapsed. In the cases I speak of, no 
residual paralysis of the muscles of the back 
eventuated. 

10. Rigidity of the neck and trunk. This rigidity 
is an impressive feature of the majority of cases. 
The child lies on its back with the chin up-tilted 
and this is its position of least discomfort. Any 
effort to raise and support it in a sitting posture 
is a cause for lament. The back is rigid and power- 
less. Whether preceded by this stage of rigidity 
or not, a period of flaccidity precedes the resumption 
of ability to sit up. . 

11. Tenderness of the limbs persisted for three 
weeks or so in about one-fourth the patients. In 
others it was of brief duration. 

12. Coldness and cyanosis of the affected limb are 
noteworthy. 

It is possible in many cases to distinguish three 
phases in the onset of the complaint. That of 
general infection in which three or four days of 
pyrexia with naso-pharyngeal symptoms or sore 


throat are usual. There may be pains in the limbs, 
sometimes there is diarrhea. Often the patient 
vomits. The second phase, that of meningeal in- 
vasion, is characterized by stiffness of the neck and 
the presence of the spine sign. The third phase is 
that of involvement of the central nervous system. 
By this time the patient usually assumes a position 
in bed of “protection against anterior flexion of 
the spine and neck,” as one Canadian expresses it. 
In other cases the first two stages are too brief to 
be identified even in retrospect. 


In only’ one instance did two children from the 
same family develop poliomyelitis. 


I reviewed the case records of 76 patients, and 
have brief notes of a score more from an analysis of 
93 cases by Dr. J. Steigrad, Registrar of the 
Hospital. 


They are usually classified into the following 
groups to facilitate description: (i) -Spinal; (ii) 
ascending and descending, also termed “jump” or 
“stepping” owing to the mode of the spread of 
paralysis; (iii) bulbar and _ pontine; (iv) 
encephalitic or cerebral; (v) meningitic; (vi) 
abortive. 

Wickman describes cerebellar or ataxic and also 
neuritic forms. I was unable to discover any 
examples of these in our series. The spinal form 
with its flaccid paralysis, loss of deep reflexes and 
wasting of muscles, gives a clearly defined picture 
of disease in an uncomplicated form. The other 
groups are usually associated with spinal mani- 
festations or may blend with each other and present 
a more complicated picture. 


Characteristics of the Spinal Form. 


The lower lumbar segments of the cord are the 
regions most commonly affected, the cells of repre- 
sentation of the anterior tibial group being 
especially liable. 


Sixty-three out of seventy-five patients suffered 
from residual paralysis of the muscles of the lower 
limbs. 


I have been struck by the ability of the gluteal 
muscles to regain power, a point of great importance 
when calipers are desired. The hamstrings are less 
fortunate and their failure constitutes a serious 
disability. When the upper lumbar segments of 
the spinal cord are affected, the muscles of the 
pelvic girdle are paralysed. 


When the lesions are in the thoracic cord the 
abdominal or intercostal muscles may be paralysed. 
In the latter event respiration would be conducted 
by the diaphragm and the accessory muscles of 
respiration. 


The dorsal muscles of the back depend on the 
anterior cornual celis of this region and their 
paralysis results in some spinal curvature. I can 
recall but three patients of my own who had a 
residual paralysis of the muscles of the back associ- 
ated with an extensive paralysis of the lower limbs. 
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On lesions in the cervical region depends paralysis 
of the upper limbs and neck. Paralysis of the neck 
muscles is very frequently associated with paralysis 
of respiratory muscies and the prognosis is grave. 
There were less disappointments in progress in 
paralysis of the upper than in that of the lower limb. 


In the upper limb the shoulder girdle muscles are 
frequently affected. If the small muscles of the 
hand are affected, it is practically certain that all 
the muscles of the upper limb are likewise involved. 

Paralysis of the cervical sympathetic trunk re- 
sulting in a narrowed palpebral fissure and small 
pupil is a rare manifestation that I have never seen. 

Alan D. represents the result of a severe spinal lesion in 
the lumbar region. He arrived at the hospital three weeks 
after the onset of his attack. He was unable to sit up. 
There was flaccid paralysis of the lower extremities, the 
right being most affected, plantar flexion of the toes being 
the only voluntary movement he could execute. The knee 
jerks were absent. There was a flexor response to the 
plantar reflex. The right abdominal reflex was not elicited 
at first. For two months he was unable to sit up. He has 
been at the Australian Jockey Club Convalescent Home, 
Canonbury, Darling Point, and he demonstrates the value 
of continued muscle reeducation. 

Though most of the recovery of power in the affected 
muscles takes place during the first six months, there 
are prospects of improvement for quite two years from 
the onset. Though the psoas and quadriceps extensor 
of the right side are seriously affected, he has recently 
acquired the art of walking a little without a splint, 
eighteen months from the onset of his illness. Normally 
he wears a caliper. 


The Jump or Stepping Type. 

The jump or stepping type may progress in a 
descending or ascending fashion. The lower limbs 
are usually first affected, then the abdominal 
muscles, then the muscles of the arm and neck and 
finally the diaphragm and intercostal muscles. Ten 
days or more may elapse between “jumps.” Though 
the prognosis is serious if the muscles of respiration 
are affected, recovery may occur. Our three fatalities 
were due to paralysis of respiration. 

Ronald R., aged three and a half years, was admitted 
to hospital on March 15, 1929. He had been ill a week. He 
was unable to sit up. Both legs had lost power; the arms 
were also affected, but to a less degree. He was very 
irritable and had retention of urine. Twenty days later 
paralysis of the diaphragm developed and he died the 
following day. 


The Bulbar and Pontine Group. 

Any of the muscles of the head and neck supplied 
by the third to the twelfth cranial nerves may be 
paralysed. If there is an extensive involvement of 
the medulla, death from paralysis of the vital centres 
is likely. The nucleus of the seventh cranial nerve 
is the most commonly affected. Three cases of facial 
paralysis occurred in our series. As usually happens, 
spinal lesions accompanied the facial paralysis. 

Ronald S., aged one year and eight months, was admitted 
with the history that for a week his face had been drawn 
over to the left side and that his right eye would not shut. 
He could not stand and his arms and legs were very weak. 

He continued to lose power in his legs. In eight weeks 
there was apparently full recovery in the muscles of the 
limbs, but the facial paralysis persisted. 


The Cerebral or Encephalitic Form. 


General symptoms of invasion as in other forms 
are present and often, in addition, convulsions. 


One boy was admitted with head retraction and a history 
that he had not spoken for four days. His eyes rotated 
upwards and to the right. His hands were undergoing 
perpetual rotating movements. He was apt to doze off and 
wake up screaming. He took no notice of his surroundings. 
Lumbar puncture was performed. 

The cells in the cerebro-spinal fluid were increased in 
number. Neutrophile cells were present in the proportion 
of one to four lymphocytes. 

There was loss of power in the left shoulder girdle 
muscles. In seven weeks from the onset he had regained 
full power, except that of speech. This faculty was 
eventually restored. 

Elsie B., aged two and a half years, fell over while 
playing, became drowsy and ceased to take notice of any- 
thing. She developed a left internal strabismus. There 
was stiffness of the neck. Flaccid paralysis appeared in 
both upper and lower limbs. The deep reflexes were absent. 

On lumbar puncture five cubic centimetres of clear fluid 
were removed, not under pressure; a bridal-veil clot formed. 
There was a slight increase of globulin in the cerebro- 
spinal fluid and chlorides amounted to 650 milligrammes 
per hundred cubic centimetres. Neither cells nor organ- 
isms were found on microscopical examination of the 
fluid. 

The white corpuscles of the blood numbered 6,500 per 
cubic millimetre. Bilateral papillitis was reported to be 
present. 

Two further examinations of the cerebro-spinal fluid 
revealed a normal chloride content, but otherwise no varia- 
tion from the original findings. 

The strabismus persisted, but return of power in the 
affected muscles progressed steadily. 

Four months after the commencement of the illness an 
attack of pyrexia was followed by flaccid paralysis of the 
left lower limb. This has left her with a slight weakness 
of the quadriceps extensor muscle and of the anterior tibial 
group. 


The frontal, motor or occipital region of the 
brain or the basal ganglia may be affected. The 
lesions may be unilateral or bilateral. 


The Cerebellar Type. 

I have no personal acquaintance with the cere- 
bellar type. After the usual initial symptoms, in- 
coordinate movements of the arms, a drunken gait, 
nystagmus and a jerky articulation may develop. It 
may be associated with lesions of the other types 
mentioned. Poliomyelitis followed by permanent 
mental defect I have never encountered. 


Meningitic Type. 

In the meningitic form the cerebro-spinal fluid has 
characteristic features. Aided by the knowledge of 
the existence of an epidemic, the diagnosis is made. 
All the symptoms of meningeal irritation develop. 

Percy C., aged two years and four months, had been 
sick for ten days with pyrexia and vomiting. For twenty- 
four hours his neck had been stiff. When being examined 
he resented movement of his head or limbs, but there was 
no paralysis. He cried when Kernig’s test was attempted. 
Tuberculous meningitis was suspected and lumbar punc- 
ture was performed. Twenty-five cubic centimetres of 
bloodstained cerebro-spinal fluid were withdrawn under 
increased pressure. He made a complete recovery in eleven 
days. 

Abortive Type. 

In the abortive form there are fever, headache, 

pains in limbs, general weakness, but no paralysis. 
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Sore throat or diarrhea may be present. A few signs 
of meningeal irritation to a rather indefinite degree 
may arouse suspicion. The presence of an epidemic 
at the time is one aid to diagnosis which may be 
possibly confirmed by examination of the cerebro- 
spinal fluid. 

As ar. instance of an abortive attack, that of‘Amy 
W., aged two and a half years, is appropriate. 

She developed a cold fourteen days before admission. 
She suffered from vomiting and anorexia. A few days later 
she lost “use in both legs.” She had been very irritable. 
She did not appear to have conscious control of the bowels. 
She had some incontinence of urine. At the time of 
admission she had a normal temperature, marked irritabil- 
ity when roused, but no paralyses of any sort. She was 
discharged in five days in very good health. 


Treatment with Convalescent Serum. 

It is to be regretted that we have had so little 
opportunity of utilizing convalescent serum. 
Paralysis was already established by the time we 
received the patients. It was utilized in jump or 
stepping cases and in a few others. The case here 
described was encouraging. 

Richard F., aged three years, received serum within 
thirty-six hours of the appearance of paralysis. He had 
been a little out of sorts for three days. The preparalytic 
stage had lasted two days. When he was admitted he 
was unable to sit up and had flaccid paralysis of both 
legs and the left shoulder girdle muscles. Lumbar puncture 
was performed. 

The cerebro-spinal fluid was clear and under pressure. 
No globulin could be detected. The sugar content was 
normal. The content of chlorides was estimated at 720 
milligrammes per hundred cubic centimetres. The cells 
numbered seven per cubic millimetre and were lymphocytes 
only. An attempf at culture was unsuccessful. 

He received eight cubic centimetres of serum into the 
theca and eight cubic centimetres intramuscularly. The 
following day he was given fifteen cubic centimetres intra- 
muscularly. He was able to sit up in eight weeks and 
a week later all the affected muscles had regained some, 
if not full, power. When seen nine months after the 
commencement of his illness he had no definite disability. 
There appeared to be every hope of a return of full 
function. 

As regards the general routine of treatment of 
patients suffering from poliomyelitis of the spinal 
type, the limbs are placed in a position of complete 
relaxation. Pillows and sandbags serve admirably 
until the initial hypersensitiveness has subsided. In 
many instances the patient at first cannot tolerate 
splinting. The upper limbs can be placed in a satis- 
factory position by attaching the sleeves of the 
upper garment to the pillow before applying an 
aeroplane splint. After an interval of four weeks 
all signs of active trouble and tenderness may have 
disappeared and muscle reeducation and massage 
may be instituted. I wait till seven weeks have 
passed before arranging such treatment. I found 
reason to break off the course several times when 
it was commenced earlier. The important factor for 
success is to carry on reeducation for as many 
months as is demanded in each case rather than to 


get an early start. 
Differential Diagnosis. 
In differential diagnosis one must distinguish the 
voluntary loss of power of the sufferer from acute 


rheumatism, and the pseudo-paralysis and tender 
limbs of a patient with scurvy, and the neck rigidity 
of meningismus during the course of pneumonia. 
Tuberculous meningitis may resemble poliomyelitis 
very closely. A careful history and examination 
of the cerebro-spinal fluid should succeed in 
differentiating the two diseases. In one instance 
what appeared to be a very definite spine sign in a 
child of eighteen months, proved to be due to tuber- 
culous disease of the spine. Head symptoms due to 
dentition or otitis must also be excluded. 

We were unlucky in our examinations of cerebro- 
spinal fluid in that only a very few were made at 
an early stage of the disease; and of the specimens 
of fluid examined, some were mixed with blood. 

The highest cell count was 54 per cubic milli- 
metre with neutrophile cells and lymphocytes in 
equal numbers on the ninth day of the disease. 

In differentiation from encephalitis lethargica the 
presence of polymorphonuclear cells in the early 
stages and of a fibrin coagulum in later stages, is 
against encephalitis. In the case of Elsie B. this 
coagulum was noted. It is likely to be present 
after the most acute symptoms are over and where 
90 milligrammes of protein per hundred cubic centi- 
metres are present. 

We have reason to be grateful that progress has 
been made in the prevention of deformities from the 
action of unopposed non-paralysed muscles by ms 
use of appropriate splints. 

A second cause for gratitude is that reeducation 
of muscles has been brought to such efficiency. We 
have yet to hope that the use of convalescent serum 
may be extended and check or modify the crippling 
results of this disease. 


Addendum. 
I append some statistics of the epidemic, 
November, 1928 to June, 1929, at the Royal 
Alexandra Hospital for Children. 


Some paralysis still remaining "after six months .. 48 
Died... sts 3 
Died of intercurrent disease 2 
Walled to report for .. .. 88 
Ser Incidence— 
Monthly Totals of Cases— 
October, 1928 .. 1 
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Age Incidence— 
Under 12 months 
Between d 
Between 
Between 
Between 
Between 
Between 
Between 
Between years 
Between and 10 years 
Between 10 and 11 years 
Between 11 and 12 years 
Between 12 and 13 years 


years 
years 
years 
years 
years 
years 
years 


rk 


Total 


Reports of Cases, 


CARCINOMA OF THE GESOPHAGUS WITH MULTIPLE 
METASTASES. 


By Davin B. RosEenTHAL, M.D., BS. (Melbourne), 


Honorary Clinical Assistant to Out-Patient Physician, 
Melbourne Hospital. 


Metastases from epidermoid carcinoma in general, 
including that of the esophagus, other than to neighbour- 
ing lymph glands, have been censidered as unusual. 

In reference to secondary growths from primary 
cwesophageal carcinoma, Kettle” writes: “Distant metastases 
are not often seen, but the neighbouring lymphatic glands 
are involved.” In contrast to this opinion, Kaufmann® 
states: “Metastases to more distant organs are sometimes 
absent, but appear in the lungs and liver, according to the 
material in Balse in 23% and in Gottingen in 18% cases, 
mostly in deep seated carcinomata;. occasionally they 
appear in other places, e.g., the pancreas, kidneys, in bones 
and even in the brain, rarely in almost all organs. With 
few exceptions, some carcinomatous lymph nodes are found 
(bronchial, tracheal, epigastric).” 

Ewing® briefly describes the three types of tumour 
usually seen, flat infiltrating ulcer, polypoid or globular 
mass, and diffuse infiltration. “Early and extensive meta- 
stases are favored by the abundant blood and lymphatic 
supply, by movements of the organ . once beyond 
the fibrous coat, extension through lymph vessels occurs 
with unusual rapidity, giving secondary tumors in neck, 
thyroid, pleura, lung and liver.” 

The case here recorded provides an example of a typical 
cesophageal carcinoma, with unusual metastatic spread and 
termination. 

Clinical History. 


F.M., aged fifty-six years, married, in January, 1930, 
began to vomit immediately after taking solid food, but was 
able to swallow fluids; this gradually became progressively 
more persistent and severe. About the middle of March 
he noticed a swelling in the left side of the neck and 
experienced great difficulty with swallowing, even fluids. 
This swelling was subjected to treatment with heat and 
counterirritation and disappeared. He was then able to 
swallow fluids again, but “felt an obstruction” to the 
passage of solid food, just behind the upper border of the 
sternum. By April he had lost 18-9 kilograms (three stone) 
in weight and at this time was seen at the Alfred Hos- 
pital, Prahran. He was very emaciated and anemic and 
complained of great difficulty in swallowing. An unusual 
symptom was extreme tenderness of the upper part of the 
sternum. Radiological examination revealed definite 
cesophageal obstruction. The Wassermann test yielded no 
reaction. Csophagoscopy, performed by Dr. Bryan Foster, 
revealed extensive ulcerating carcinoma of the esophagus 
about the level of the second rib. On admission to Caulfield 
Convalescent Hospital on April 11, 1930, he presented the 
picture of a profoundly anemic and emaciated man. He 
complained of colicky pains in the abdomen. He experi- 


enced no actual pain on swallowing, but was able to 
swailow semisolids only. His feet felt very cold. He 
manifested a rather surprising degree of serenity and 
enjoyed a pipe of tobacco. Examination revealed a small, 
irregular, ill-defined, cdematous, semifluctuant swelling 
about the sternal end of the left clavicle at the origin 
of the musculus sternocleido-mastoideus; this tumour was 
neither painful nor tender. 

Cranial nerves were apparently normal; he was unable 
to move either leg, except for a small amount of flexion 
at the knee joints. Knee jerks were present and ankle 
jerks absent on both sides. Plantar and superficial abdom- 
inal reflexes were not elicited. There was no joint sense 
in the big toes and no appreciation of either protopathic 
or epicritic sensation below the level of the first lumbar 
spinal nerve segment. Severe backache was experienced on 
moving or attempting to sit up, this pain being localized 
about the second and third lumbar vertebre. The bowels 
were constipated, the bladder was functioning well and 
there was no incontinence. The abdomen was normal, 
except that dilatation of the colon was manifest; the liver 
was not demonstrably enlarged. The heart and lungs pre- 
sented no abnormal features. There was no deformity of 
the spine. 

The patient was allowed to take whatever he fancied in 
the way of food and his condition remained unchanged for 
three days. On April 14, 1930, he developed absolute reten- 
tion of urine, necessitating catheterization; neurological 
signs were unchanged; the following day a number eight 
rubber catheter was passed into the bladder and left in. On 
April 16, 1930, he appeared a little worse and felt dis- 
inclined to take anything by mouth except a little fluid; 
urinary excretion was satisfactory. Neurological examina- 
tion revealed anesthesia below the level of the tenth dorsal 
segment. Later during the day he developed a small 
“pressure” sore about the sacrum and his general condition 
was very low. On April 17, 1930, the paraplegia had 
ascended to the level of the eighth dorsal segment; the 
mental condition failed rapidly and coma supervened at 
about twelve noon. Shortly afterwards, in an attack of 
acute pulmonary edema, the patient died. 


Autopsy Findings. 


The body was emaciated, with a few petechial hemor- 
rhages scattered about the abdomen and chest. External 
glandular areas were free. There was no jaundice. Ther 
was a well-defined tumour about the sternal end of —. 
left clavicle; this was found to include the end of the 
clavicle which was hollowed out by soft, greyish tissue, 
leaving merely a shell of bone on the superior aspect. 
The tumour was roughly spherical, about two centimetres 
(three-fourths of an inch) in diameter. 

The csophagus revealed a large oval-shaped ulcer with 
thickened edges at the level of the bifurcation of the 
trachea; there was a little induration of the surrounding 
tissues, but no ulceration into neighbouring viscera. The 
size of the ulcer was about 3°75 by 2-5 centimetres (one 
inch and one-half by one inch). There was no marked 
degree of stenosis. 

The mediastinal glands were somewhat enlarged and 
hard; on section the central part was replaced by firm, 
greyish, mottled tissue. The heart was somewhat enlarged, 
but otherwise normal. The lungs were cdematous, with 
marked basal congestion, but no tumour was visible to the 
naked eye. The liver was not enlarged; immediately below 
the capsule on the superior surface was a small, whitish 
nodule, well-defined, with a few outlying minute nodes of 
similar appearance; elsewhere the appearance suggested 
fatty degenerative changes. 

The kidneys showed changes typical of chronic inter- 
stitial nephritis. The bladder wall was thickened, with 
marked rugosity and engorgement of the mucous mem- 
brane. Other abdominal viscera were normal. The skull 
and intracranial contents were normal. The skeleton (with 
the exception of the left clavicle) presented no abnormal 
features, but the vertebre were not sectioned. 


Histological Findings. 


The esophageal growth proved to be a typical cornifyin, 
squamous celled carcinoma. i 
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The metastasis in the clavicle was of the same char- 
acter, but presented mingled with the neoplastic elements, 
numerous giant cells of foreign body type, evidently 
associated with the absorption of the bone, which through- 
out the bulk of the tumour had been largely destroyed 
(see Figure I). 

The hepatic metastases, though clearly of epidermoid 
nature, exhibited greater anaplasia and very scanty corni- 
fication (see Figure II). Mitotic figures were numerous in 
the tumour cells. This has been shown to be a characteristic 
feature of secondary epidermoid carcinoma of the liver. 


Summary. 


A case is reported of squamous carcinoma of the 
cesophagus, with metastases in the mediastinal lymph 
glands, liver and clavicle, reproducing the features of the 
primary tumour. 

Unfortunately, circumstances prevented the removal of 
the spinal cord for histological examination of the affected 
region, but in the absence of anything in the clinical 
history and examination of the case to the contrary, there 
is no reason to assume that the paraplegia was caused 
other than by secondary tumour formation. Whether the 
growth was in the body of one or other of the vertebre 
and the cord lesion was a pressure phenomenon, or whether 
the spinal cord was itself the seat of metastatic car- 
cinomatous formation, is uncertain. The occurrence of 
severe backache, as described above, together with the 
discrepancy between the site of backache, about second 
and third lumbar vertebre, and the level of the spinal 
lesion, first lumbar nerve segment, rather suggests the 
former. The presence of a skeletal deposit elsewhere, 
namely, in the clavicle, enhances the probability of a 
vertebral metastasis. 
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TUMOUR OF THE SEMILUNAR (GASSERIAN) 
GANGLION: NEUROCYTOMA. 


_ By Givsert G. Brapiey, M.B., Ch.M. (Sydney), 
Honorary Surgeon to Out-Patients ; 


AND 


P. E. Watton M.B., Ch.M. (Sydney), 
M.R.C.P. (London), 
Honorary Pathologist, Mater Misericordie Hospital, 
North Sydney. 


Tue following case is considered worthy of record in 
view of the relative rarity of tumours in the Gasserian 


ganglion. 
: CLINICAL HIsTorRY. 


(Gilbert G. Bradley.) 

The patient, W.D., aged fifty-two years, a professional 
musician, was first seen on May 2, 1930. Apart from the 
present illness he had always enjoyed good health. His 
complaint, in brief, was that ten months previously he 
had developed a pain above and lateral to the right eye 
which had gradually and persistently increased in intensity 


until in the last month it had become almost unbearable. 
His own description of its nature was “something like a 
headache, but very much worse, constant and deep in 
the brain under the temple.” This pain was accompanied 
by another of different type and later development which he 
described as being “like a burning of the skin of the right 
side of the face and forehead, the lower teeth and the 
inside of the mouth.” 

Two months before the onset of the initial (deep seated) 
pain he had been forced to consult an aural surgeon for 
slight deafness in the right ear accompanied by what he 
variously described as something “flapping over” or “sud- 
denly compressing” the drum, deep in the ear. This 
symptom disappeared after a couple of months. At the com- 
mencement of the trouble a diagnosis of trigeminal 
neuralgia was made, and, as time went on, he received 
treatment with most of the known analgesics, with prac- 
tically no relief. Several infected teeth were removed 
and diathermy was applied to the painful area. The latter 
aggravated the pain and was discontinued. In March, 
1930, the supraorbital nerve had been divided; this relieved 
some of the cutaneous hyperesthesia, but had no effect on 
the deep seated pain. 

The patient had lost 28-3 kilograms (four and a half 
stone) during the past twelve months, and, when seen by 
the writer two days before his death, showed marked myo- 
cardial and general bodily degenerative changes; there 
was incontinence of urine and feces and slight paralytic 
distension of the abdomen. 

During the last fortnight he had become so giddy on 
standing that he would fall down and, after falling, would 
remain unconscious for several seconds; this was probably 
as much due to the myocardial as to the cerebral condition. 


His mental acuity remained unimpaired to the end; his 
bitter complaint was of the remorselessness of the pain 
under the temple. Alcohol injection of the semilunar 
ganglion had been suggested some months previously, but 
he had refused treatment. No Wassermann test had been 
done at any time. 

Owing to the patient’s extremely low condition a detailed 
physical examination was not made, but the following 
nervous phenomena were elicited before his removal to 
the Mater Misericordie Hospital. The knee jerk on the 
right side was greatly exaggerated, on the left side it was 
more active than normal; plantar reflex on both sides was 
faintly flexor. The pupils were equal and reacted sluggishly 
to both light and accommodation. The normal (left) eye 
showed lateral nystagmus. 

The patient died thirty-six hours after admission to 
hospital. 

Autopsy. 


The brain appeared normal; there was no flattening of 
the convolutions; the cerebro-spinal fluid was increased in 
amount, but not excessively. Sections of the hemispheres 
and cerebellum revealed no gross abnormality beyond 
flabbiness of the brain tissue. 

To the right of the sella turcica was a flattened, oval 
tumour, the size of a large cherry. On dissection it was 
found to involve the right semilunar ganglion and to be 
easily separable from its bed of dura mater. Both roots of 
the trigeminal nerve were visible entering the tumour 
posteriorly and the ophthalmic, maxillary and mandibular 
divisions as they emerged anteriorly; all were of normal 
size and appearance; no direct pressure effects were 
evident in the surrounding structures. 


Comment. 


Two points appear worthy of note in the history: Firstly, 
the absence of any symptom of a paroxysmal nature (that 
is, true “tic’”), such as could reasonably be expected from 
a tumour of this nature. At no stage of the disease was 
there any manifestation corresponding to the paroxysmal 
attacks of true “trigeminal neuralgia.” Secondly, it is 
interesting to conjecture whether the original ear symptoms 
(deafness and the recurrent “flapping” sensation deep in 
the ear) may not have been due to tension on and 
spasmodic movements of the ear drum, the result of stimu- 
lation of the motor fibres within the ganglion which pass 
to the tensor tympani muscle by way of the otic ganglion. 
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PATHOLOGICAL REPORT. 
(P. E. Walton Smith.) 


Histological examination reveals that the basis of the 
growth is a proliferation of cells in a fibrillary stroma. 

There are collections of cells, more or less compactly 
arranged in small and large groups of irregular shape, 
sometimes in Jong columns, presenting somewhat the 
appearance of a carcinoma. The individual cells vary 
considerably in size and shape, many are small and round, 
mainly composed of a well-staining nucleus with very little 
cytoplasm, others show a large oval or elongated nucleus 
with more evident cytoplasm. 

These cells are epithelial in type and are derived from 
the medulloblasts of the medullary epithelium (embryonic 
inclusions). In the small groups no fibrils are in evidence, 
but in the larger masses fibrils are visible intermingled 
with the cells (well illustrated in the large mass of cells 
in Figure II). 

In some of the cell groups capillaries are seen around 
which the cells are arranged to form perivascular or 
pseudorosettes. 

In addition to the masses of ceils described above a 
large part of the tumour is composed of scattered col- 
lections of cells distributed irregularly amongst the fibrils; 
some of these are leucocytes (notably where small necrotic 
areas are present), but the main bulk should probably be 
classed as more primitive medulloblasts or “indifferent” 
cells; mostly they are very small, but amongst them are 
many which are more differentiated and of the same nature 
as those forming the compact masses. 

With regard to the stroma, as already indicated, it is 
made up of numerous fibrils; some of these are no doubt 
the original nerve fibres of the ganglion (these nerve 
bundles are well seen at the margin of the growth, where 
also many ganglion cells are present, but even here there 
is a diffuse invasion by the tumour cells). Others have 
developed as an integral part of the neoplastic process, 
their presence being explained by the tendency of certain 
medulloblasts derived from the original germ cells to differ- 
entiate into two types of cells: (i) neuroblasts, (ii) 
neuroglia cells; from the latter the fibrils are formed. 


The relation of the fibrils to the tumour-cells is often 
difficult to determine. Owing to the great length of 
many fibrils it is impossible to trace them to any 
cells. The profusion of fibrils in many tumours, 
classed as neurocytomas in brain and _ elsewhere, 
indicates that fibrils may enjoy an independent growth 
apart from the cells” 


Amongst the fibrils and more or less supported by them 
are thin-walled blood spaces; no hemorrhages were noted 
in any of the sections examined. Spicules of bone are 
present in parts of the growth. Some of the fibrils are 
connective tissue elements. 


Classification. 


In the writer’s opinion the growth is a glioma belonging 
to the subclass neurocytoma (medulloblastoma). 

These tumours occur in the brain, the retina, Gasserian 
ganglion, spinal cord, abdominal sympathetic and in the 
adrenal; when they originate in the retina or adrenal, they 
are apt to give rise to widespread visceral metastases. 

They are considered to arise (in common with other 
gliomata) from embryonic remnants; the inclusion of such 
remnants in the fifth nerve is explained by Sternberg, who 
points out that: 

The trigeminus, acoustic, facial, glosso-pharyn- 
geal and vagus nerves arise from the neural 
ridge which appears at an early date when the tissues 
are comparatively undifferentiated, while the other 
cranial nerves develop from the cerebral vesicles. 
Hence the former nerves may readily include 
embryonal cell groups which explain the complex 
nature of their tumours. 


Professor Welsh considers that the development of 
neoplasms from these fetal remnants is brought about by 
“some obscure biological or biochemical impulse. The 
origin of such ‘embryomata’ could not be explained by local 
irritation nor by local damage (trauma).”” 


The neurocytoma in its most primitive (and most malig- 
nant) form is composed almost entirely of small embryonic 
cells, so that the structure closely resembles that of 
lymphosarcoma; in other types the cells show some differ- 
entiation towards neural epithelium and there is a develop- 
ment of fibres as seen in the tumour under consideration. 

Ewing refers to a series of twenty-one cases of Gasserian 
ganglion tumours collected by Sachs: 

The pain in these cases usually becomes continuous, 
the results of surgical treatment have been very un- 
favourable and the disease terminates fatally in one 
to three years. 


The length of time in our case was twelve months from 
the initial symptom. 

The tumours involve and destroy the ganglion, or 
arise in and compress the ganglion. They reach the 
size of a marble or a pigeon egg. Several cases appear 
to have had an inflammatory origin and were associ- 
ated with tuberculosis (Giana), or extensive plasma 
cell overgrowth (Hoffmeister, Meyer). The structure 
has varied from fibrous to very cellular growths, the 
latter presenting alveoli surrounded by several layers 
of polyhedral cells. In some the structure resembles 
perivascular endothelioma. In others gliomatous 
features were noted. Marchand believed that they repre- 
sented various types of neurocytoma. Others have 
derived their tumours from the pericellular lymph 
sheaths. 


Dr. Latham considers that the tumour is a neuro- 
blastoma; however, in the more primitive types of neuro- 
cytoma and neuroblastoma the histological features are 
very similar, so that the actual classification is a matter 
of opinion. 
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SYPHILIS OF THE STOMACH SIMULATING 
CARCINOMA.* 


By Georce Bett, O.B.E., M.B., Ch.M., F.C.S.A., 
Honorary Surgeon, Sydney Hospital; 


AND 


A. Tessurt, DS.0., V.D:., BA., M.B., D.P.EL, 


Honorary Director, Pathology Department, Royal 
Prince Alfred Hospital. 


ABSOLUTE proof of a syphilitic origin of gastric ulceration 
or infiltration or even a gummatous tumour is obtained 
only by demonstrating the specific treponemata, as was 


done by McNee.”. Strong presumptive evidence, however, 
will be found in a number of cases reported in the litera 
ture and in the case now reported we feel that there is 
little doubt as to the correct diagnosis. 


Clinical Notes. 
The patient was a naval stoker, aged thirty-seven years, 


. whose previous history appeared to be clear except for 


malaria fifteen years ago and traumatic orchitis seven 
years ago. There was no history of lwes, but it has been 
within our experience that there may be an association 
or even confusion of traumatic with specific orchitis. His 
present illness commenced six months ago, when he began 
to suffer from attacks of dull, aching pain over the epi- 
gastrium. These pains began five to fifteen minutes after 
taking food, lasted half to one hour and then passed off. 
There was no vomiting for the first three months, but 
during the last three months he has been vomiting immedi- 
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ately after taking food, whilst the pain became milder 
and infrequent. He has lost nearly 12-6 kilograms (two 
stone) in weight and his bowels have been constipated and 
irregular. Examination showed a-poorly nourished and 
sick looking man. The tongue was furred. There was 
tenderness over the pyloric area, but no palpable mass. 
X ray examination after a barium meal showed a large 
six-hour residue. The radiographer’s report was ‘subtotal 
pyloric obstruction and a large filling defect of pylorus, 
probably malignant disease.” A fractional test meal showed 
a fasting residue consisting of 200 cubic centimetres of 
bilestained fluid with much muco-pus and no acid. Occult 
blood was present. The samples after a test breakfast 
contained neither hydrochloric nor lactic acid. The 
stomach was not empty after three hours, as it was 
possible to remove 120 cubic centimetres. These results, 
taken in conjunction with the other evidence of obstruc- 
tion, were interpreted as pointing to malignant disease of 
the pyloric end of the stomach. The Wassermann test, 
however, gave a strongly positive reaction, and the patient 
was given intensive antisyphilitic treatment for three 
weeks and was then submitted to laparotomy. The pyloric 
end of the stomach was found to be infiltrated and 
thickened and was resected and gastro-enterostomy per- 
formed. His recovery was uneventful, and he has since 
suffered no discomfort; he eats well and is gaining weight. 

Naked eye examination of the _ resected pyloric 
end of the stomach (Royal Prince Alfred Hospital 
Museum, Number 398) showed an elongated oval area of 
ulceration which did not involve the muscularis. The 
marginal mucosa is irregularly thickened and patches of 
mucosa away from the erosion are thickened, injected and 
granular. Beneath the central portions of the erosion the 
muscularis appears to be infiltrated. Microscopical exam- 
ination shows erosion of the mucosa and marked infiltra- 
tion of the submucosa by round cells, plasma cells, endo- 
thelial cells and also eosinophile cells. There is also a 
production of fibrous tissue. The muscularis is intact, 
but tends to show hyaline degeneration. In this layer and 
also in the submucosa are found the most typical giant 
cell systems which might well pass for those of tuberculosis 
(see photomicrograph). There is also some diffuse and 
focal infiltration in the subserous layer. Marked oblitera- 
tive endarteritis was found in several vessels. 


Discussion. 

The outstanding features of this case are the association 
of pain and vomiting with incomplete pyloric obstruction 
simulating carcinoma. This mimicry was emphasized by 
the finding of achlorhydria and occult blood. The anatomi- 
cal condition was not carcinoma, but an inflammatory 
infiltration of the pyloric portion together with mucosal 
erosion. The naked eye and microscopical features strongly 
suggest a syphilitic lesion and the Wassermann reaction 
was unequivocal. The morbid anatomy is very unlike 
that of peptic ulcer, in which the muscularis is either 
partially or more usually completely ulcerated, and on the 
other hand simple erosions are acute or subacute lesions 
sometimes found unexpectedly post mortem, or they may 
heal readily or progress to chronic peptic ulcer. Syphilis 
of the stomach is usually stated to be rare. Hurst® con- 
siders that the numerous reports from the Continent and 
America recently are in many cases based on insufficient 
evidence. He had made the diagnosis in only three cases, 
two being gummata with pyloric obstruction and the third 
simulated duodenal ulcer, but there was marked hypochlor- 
hydria. Syphilis of the stomach is in his opinion more 
likely to be confused with carcinoma than with peptic ulcer. 
“It is obvious,” he says, “that no purely clinical observa- 
tion can be regarded as conclusive evidence that a gastric 
lesion is syphilitic.” The morbid anatomy is described by 
Kaufmann.” The infiltrations “form elevations sometimes 
several centimetres in length, like plaques of foldings, hard 
to the touch, eventually followed by pyloric stenosis. 
Disintegration produces multiple gummatous ulcers, often 
quite shallow (different from simple ulcer), with hard, 
smooth, bacony bases. Healing by cicatrization occurs 
perhaps with pyloric stenosis.” 

An interesting clinical discussion of gastric syphilis with 
a report of two cases was given at Adelaide in 1924 by 
F. S. Hone. 


Summary and Conclusions. 


1. A case of syphilis of the stomach simulating gastric 
carcinoma has been reported. 

2. The possibility of a syphilitic origin of a gastric lesion 
should be borne in mind in conditions suspected to be 
gastric carcinoma, and in particular if the Wassermann 
reaction be obtained. 
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GASTRIC INTUSSUSCEPTION IN AN ADULT DUE TO 
A RARE TUMOUR." 


By Sypney G. Iceron, M.B., Ch.M. (Sydney), 
Gunnedah, New South Wales. 
R. G. Poatse, M.B., Ch.M., (Sydney), 
F.R.C.S, (England), F.C.S.A., 
Honorary Surgeon, Royal Prince Alfred Hospital; 


WitH PATHOLOGICAL REPORT 
By A. H. Tessutt, B.A., M.B., D.P.H., 


Honorary Director, Pathology Department, Royal 
Prince Alfred Hospital. 


M.W., A SINGLE woman, forty-seven years of age, was 
first seen on April 27, 1927, when she complained of pain 
across the upper part of the abdomen with vomiting for the 
past twenty-four hours. She had been constipated for two 
days. She gave a history of distension after meals, with 
occasional attacks of heartburn, for some months past. 

On examination temperature, pulse and respiration were 
normal. The abdomen moved freely on respiration. Marked 
tenderness was present on palpation in the epigastrium 
and left hypochondrium, but no rigidity. A bismuth 
mixture was prescribed and the patient was given boiled 
water only by the mouth. Seen in the evening her con- 
dition was the same and a diagnosis of cholelithiasis was 
arrived at and 0-015 gramme (one-quarter of a grain) of 
morphine was given. She had a good night, the vomiting 
eased and the abdomen became less tender. Calomel was 
administered that night, followed by a saline aperient in 
the morning without result; but an enema was given with 
good result. On April 29, although the abdominal con- 
dition was settling down, the temperature rose to 37-2° C. 
(99° F.), the pulse rate to 100, and both continued to rise 
until May 2, when urinary symptoms made their appear- 
ance, the patient complaining of painful micturition with 
frequency. Tenderness was elicited on bimanual examina- 
tion over the left lumbar region. The urine contained a 
heavy cloud of albumin and pus. Under treatment the 
urinary symptoms cleared up and on May 9 the urine was 
clear and the temperature normal. That evening the tem- 
perature rose to 37:9° C. (100-2° F.), and the following 
evening the respirations were increased and a large patch 
of dulness was discovered at the left base extending to 
the lower part of the left axilla, with diminished breath 
sounds. The patient had evening rises of temperature for 
the next eighteen days, during which time a harsh pleuritic 
friction rub developed over the dull area. Two days after 
this, on exploratory puncture, three cubic centimetres of 
bloodstained fluid were withdrawn from the same area. 


1 Read at the first annual reunion of the Royal Prince Alfred 
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well again. 


On August 8 she was again seen, when she complained of 


severe vomiting, being unable to retain any food. The 
abdomen was soft on palpation, and the patient complained 
of no pain, only a “sick feeling in the stomach.” The 


bowels were well opened. 
normal. 


The following evening an urgent call was received, and 
on arrival it was learned that the patient had passed blood 
She showed symptoms 
of collapse, temperature was subnormal, pulse 120, thready 

The abdomen was still soft; there was no 
Bismuth and morphine were given and the 


per rectum and was feeling faint. 


in character. 
tenderness. 

patient passed a comfortable night. She had some gruel 
for her breakfast. That evening she passed more blood 
per rectum and collapsed. She still did not complain of any 
abdominal pain, the abdomen remaining soft. She vomited 
some fluid, collapse symptoms became more marked and 
four hours later she died. 


Post MortEM FINDINGS. 


On opening the abdomen the stomach appeared to be 
small, with a hard mass in the pylorus. On manipula- 
tion this mass was found to slip back into the stomach 
and at the same time the stomach was seen to become 
larger. On further examination the mass was found to be 
a tumour, having an attachment to the greater curvature 
of the stomach. It appeared to be somewhat pear-shaped 
and by its weight and position had produced the condition 


Figure I. 
Showing the stomach before the relief of the intussuscep- 
tion. The pouch formed By the intussusception is slit- 
e a. 


which had caused the death of the patient, namely, gastric 
intussusception. The tumour had descended into the 
pyloric opening, completely blocking it and dragging with 
it that part of the stomach to which it was attached, so 


After a protracted convalescence of three weeks’ duration 
all the above signs disappeared and the patient felt quite 


Temperature and pulse were 


that the upper half of the stomach was invaginated into 
the lower. The small bowel was collapsed. 


PATHOLOGICAL REPORT AND COMMENT. 
(A. H. Tebbutt.) 

One photograph shows the smooth, benign looking, endo- 
gastric tumour (Royal Prince Alfred Hospital Museum, 
Number 596) after the intussusception was relieved post 
mortem by pulling the tumour out of the dilated pyloric 
canal and evaginating the stomach wall which had been 
dragged inwards. The tumour was not at all nodular,, 
and showed no signs of infiltration at its base. It was 
somewhat soft on section, with homogeneous cut surface. 
No cysts were found. It showed some hemorrhages, not 
necessarily indicative of malignant disease, since the 


tumour may have been subjected to considerable trauma 
The tumour is single. 


during its intussusception. 


Ficure II. 


The tumour Bb has been pulled out of the pyloric canal c. 
a is the stomach wall which has been dragged in by the 
tumour. 


Microscopical examination shows a thinly encapsulated 
tumour with narrow trabecule running from the capsule 
for some distance into the tumour. The cellular structure 
is singularly nondescript (vide photomicrographs) and the 
tissue of origin difficult to place. Negative features are 
here more easy and helpful than positive features. One 
cannot see the elongated cells of a myoma or a myosarcoma, 
the spindle cells of a spindle cell sarcoma or the round 
cells of a lymphosarcoma. The capsule of the tumour on 
its free internal surface is composed of a thin layer of 
fibrous tissue within which is a layer of peculiar tissue 
staining yellow with van Gieson’s stain and which may be 
degenerate plain muscle. The predominant cells of the 
tumour have rounded or oval or irregular nuclei not stain- 
ing deeply with hematoxylin, and between the cells is a 
pale ground substance which contains numerous vacuoles 
and some fine fibrils which in places run in parallel lines. 
The blood vessels are thin walled open vessels and around 
— is a degenerate acellular area or a few small round 
cells. 

The classification of this tumour is very difficult, but 
one suggests that it belongs to that somewhat rare group 
of nerve tumours of the stomach wall, sometimes called 
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neurinomata or neuroblastomata, and by the French gastric 
gliomata (Landennois, Pauchet and others). 

Gastric intussusception in the adult is generally due to 
pedunculated tumours. The pylorus may be blocked also 
by simple polypoid tumours near the pylorus. Mayo Robson 
and Moynihan describe a case in which an adenoma of the 
mucosa formed a cherry-shaped tumour which was carried 
on into the pylorus and fitted into it with the completeness 
of a ball-valve. The non-epithelial circumscribed tumours 
of the stomach often become pedunculated and therefore 
either endogastric or exogastric tumours. Their history 
is often that of a slowly growing benign tumour, but they 
may become malignant, since metastases have been 
described. Usually, however, attention is drawn to them 
by their size or by complications. The exogastric variety 
may fill the lesser sac or grow into the lesser omentum, 
or may form a still larger tumour hanging down towards 
the pelvis. The endogastric may ulcerate and bleed, or 
may cause obstruction. As to the tissue of origin of these 
tumours, it is well to remember that the stomach is a 
muscular organ aad well supplied with nerve plexuses. 
There is a subserous plexus, also Auerbach’s plexus between 
the longitudinal and circular coats and Meissner’s plexus 
in the submucosa, and numerous filaments pass from these 
plexuses. It seems to me that these encapsulated or 
pedunculated non-epithelial tumours usually consist either 
(i) of elongated plain muscle or spindle cells or (ii) they 
suggest a nervous tissue origin. That still rarer forms 
may occur is not denied. Group (i) may be simple myoma, 
usually cellular, with little fibrous tissue or myosarcoma, 
but spindle celled sarcomata have been described. Ewing 
thinks that some of these latter are really myosarcomata 
and Aschoff finds the differentiation very difficult in some 
cases. Group (ii) tumours are variously named and described, 
and I have been struck with the French term gastric glioma. 
Access to the literature was, however, incomplete, and Il 
would prefer therefore to leave this group to another 
occasion or to other pens as material becomes available. 
Reference to Eusterman’s series of twenty-seven cases of 
benign gastric tumours” shows none classified as of 
nervous origin and Basch® does not place them in his 
classification. 
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Reviews. 


REJUVENATION. 


Over first impulse on seeing the manual on “Testicular 
Grafting from Ape to Man” by Voronoff and Alexandrescu 
is to quote the Punch comment on the village clockmaker’s 
bill: “‘To putting new guts into grandfather, seven 
shillings and sixpence’—evidently a Voronoff operation.” 

The authors, however, wish apparently to be taken 
seriously and intend the book to have as wide an appeal 
as possible, for it is published in thick paper covers and 
a vociferous cover more like a bookstali edition than a 
severe medical work. 

Inside, however, it sets out to be very serious and the 
paper is polished, there are very good illustrations quite 
well reproduced, but the printer’s fount is continental 
rather than British. 


PA nay A Grafting from Ape to Man,” by Serge Voronoff 
and rei lexandrescu; Translated by Theodore C. Merrill, 
MLD. ; 1929. Brentano’ 's, Limited. Demy 8vo., pp. 133, 
with illustrations. 


The book is divided into sections beginning with 
one on technique which is detailed and has several 
excellent illustrations, so that even a very moderate 
surgeon could carry out the procedure. Next come 
“Physiological Phenomena Observed after Grafting” and a 
section which is the most important in the book, 
“a descriptive study of testicular grafts reviewed 
at intervals ranging from a few hours to _ four 
and a half years after transplantation.” This is very 
detailed, but, it must be confessed, not very convincing. 
In short, the course of events may thus be summed up. 
There is a first stage, with little alteration in the graft 
and the beginning of reaction in the host; this stage lasts 
twenty-four hours. Then comes a second stage lasting up 
to two months when degeneration and alteration of the 
graft are going on with increasing organization of the 
invading tissues of the host. There is a third stage in 
which union and organization are complete. Here the 
semniferous tubules are transposed into “epithelial islands” 
or “pseudo-tubules,” “the cells of these are large prismatic 
cells of glandular appearance” (and therefore, the author 
argues, secreting). From this time on, however, there is 
a gradual degeneration of cells, which are evidently unable 
to live among the foreign tissues, until the fourth stage is 
reached. This begins after a week when the grafts do not 
take, after four to six years in successful cases. 

The author discusses these changes and in a later 
chapter correlates them with the clinical condition of the 
patient. 

This correlation may be summed up. There is initial 
improvement in the first stage. Various hypotheses are 
put forward to support the varying findings, but none 
is convincing. The one which is rather grudgingly 
admitted, “suggestion,” being the most probable. 

In the second stage there is disappointment; it is the 
stage when the graft should be “taking.” Should it not 
do so there is love’s labour lost. Should, however, the 
graft “take,” then a stage of rejuvenation begins; the 
mother cells of the semniferous tubules undergo involution, 
redifferentiate and resume their primitive properties. Of 
this there is no evidence whatsoever; it is merely con- 
jecture. “The transplanted tissue,” state the much 
assuming authors, “has at last become a simple endocrine 
gland.” 

At this point they turn to hurl a criticism at their chief 
rival in the rejuvenation field, Steinach: “Studies made 
during recent years by Retterer, Voronoff, Champy et cetera 
completely disprove the réle of the interstitial cells in the 
production of the testicular hormone.” 

Finally atrophy occurs and senescence returns. 


May not another explanation be that there is first of all 
a stage of excitement and anticipation, something novel 
and great has been done, the host expects rejuvenation and 
gets it? Then there follows a period of reaction common 
to all high emotional states and usually, not always, 
followed by a stage of improvement probably associated 
with a moderate degree of absorption of testicular secretion 
from the graft, a ready-made secretion. There is no 
evidence that it is actually manufactured after grafting. 
In this stage, too, suggestion plays a notable part. Fourthly 
there is a stage of senescence coincident with the complete 
absorption of all the remaining endocrine of the graft, 
including the cells and with successive depression there 
follows a further nervous depression. 

A summary of results in 476 cases closes the book. 

It may be stated frankly that the figures are very 
striking; 90% of successes are claimed in premature 
senility, mostly lasting “rom five to six years, a remarkable 
‘achievement. But 57% in sexual inversion takes a little 
swallowing—this is essentially a mental, not a physical 
state. 


It may be safely said that at present the treatment is 
in an experimental stage and until more definite proofs 
are available, patients should be warned that they seek 
the operation entirely at their own risk. 

It will be remembered that the British Government was 
by no means impressed with the rejuvenation methods 
practised upon live stock in Algiers. — 

There is no index. , 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


QUEENSLAND HOSPITALS. 


THE hospital problem in every State of the 
Commonwealth revolves largely round the fact that 
an increasing percentage of the community is seek- 
The 
reasons for this attitude are many and complex 


ing medical treatment at public hospitals. 


and need not be discussed at present; they were 
considered by Dr. David Embelton in the first part 
of his symposium on the hospital problem published 
in this journal in September, 1930. The acts govern- 
ing the control of hospitals are different in every 
State and thus problems peculiar to each State are 
found. 

Queensland, with its enormous area, a large por- 
tion of which is but sparsely populated, has one 
hundred and eighteen public hospitals; of these 
seventy-four are under The Hospital Acts 1874 to 
1891 and forty-four are under The Hospital Acts 
1923 to 1929. The upkeep of the forty-four hospitals 
under the latter acts is partly provided by the com- 
ponent local authorities. This difference in the 
manner of financing the hospitals of the two groups 
alone has made it advisable that some effort should 
be made towards uniformity in administration. 
Apart from this, however, it has long been obvious 
to members of the Queensland Branch of the British 
Medical Association that hospital control and 


administration generally were far from satisfactory. 
For example, contributing schemes were levied in 
various centres throughout the State by which pay- 
ment of a certain sum of money, either as a donation 
or a weekly assessment, according to the wage of 
the individual, entitled the contributor and his 
family to free nursing and hospital attendance, and 
often the income of the person concerned was not 
considered. Again, the management of the Brisbane 
General Hospital was regarded as unsatisfactory. 
This institution is controlled by a Board consisting 
of nominees of the Government and the local 
authority. Although a Medical Advisory Board was 
appointed, it had practically no power and its 
recommendations were but seldom accepted. The 
members of the Branch held that a Hospital Com- 
mission should be placed in control of the whole of 
the health activities of the State. As a result of the 
recommendations of the Branch a Royal Commission 
of three persons was appointed. The Chairman was 
Mr. William Harris, Police Magistrate for the 
State of Queensland and Chairman of the Railway 
Appeal Board. The other members were Dr. E. 8. 
Jackson and Mr. S. A. Glassey, Deputy Auditor- 
General and Chief Inspector of the Audit Office. 
The terms of reference were wide and the members 
of the Commission were given an opportunity for 
making a thorough investigation into the whole 
hospital problem as it affected Queensland. The 
report has recently been published. The Commis- 
sioners may be congratulated on the document. In 
another place in this issue the summarv of recom- 
mendations is reproduced in extenso together with 
the terms of reference and other details. 


It is not necessary in this place to discuss all the 
recommendations of the Commission. One or two 
of the clauses, however, call for comment. In the 
first place the fifth recommendation is to the effect 
that group subscriptions or contributory schemes 
with an income limit should be encouraged. The 
medical profession has always been and always will 
be ready to treat free of charge those who are unable 
to pay for medical treatment. It should not be 
asked to do this for those who can pay. No objec- 
tion will be raised to contributing schemes provided 
that the income limit is fixed with discrimination. 
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The Commission recommends that it should be left 
to the discretion of individual boards or committees 
to fix the limit and it suggests that the limit should 
be £260 per annum for a single man or woman or 
£340 for a married man. If the decision is left to 
individual committees, trouble will almost certainly 
arise; in one district in Queensland the limit set in 
a contributory scheme at the present time is £800 
per annum; this is, of course, absurd. Contributory 
schemes undoubtedly provide the machinery whereby 
persons in certain districts may obtain adequate 
medical attention. They must therefore be con- 
sidered in connexion with any attempt that may be 
made to solve the hospital problem in any part of 
the Commonwealth. On account of the principle 
bound up with their acceptance their provisions 
must be carefully weighed. It is satisfactory to 
note that the institution of intermediate wards in 
public hospitals is contemplated by the Commission 
and that if the recommendations are carried into 
effect, the dissatisfaction in regard to the Brisbane 
_General Hospital will probably cease to exist. The 
suggestion that the administration of the Hospitals 
Acts should be placed in the hands of a permanent 
Commission of three members is commendable, but 
it should be noted that the Chairman dissented from 
this recommendation and has advocated the appoint- 
ment of an Inspector-General of Hospitals to 
administer the Hospital Acts “under the direction 
of the Minister.” Since there is no Minister for 
Health in Queensland, it would be interesting to 
know to what minister the Chairman refers. It 
would be better, of course, if such an officer were 
free of political control. 


From these few comments and from the short 
account of the findings of the Commissioners, 
recorded elsewhere, it will be seen that the Com- 
missioners have carried out a valuable piece of 
work. Their report is a skeleton, a framework, on 
which a useful superstructure may be built. It now 
remains to be seen whether the recommendations 
will be carried into effect, or whether the report, 
like so many other official papers, will find a 
permanent resting place in official pigeon holes. All 
those concerned in hospitals and hospital adminis- 
tration—medical practitioners, hospital boards and 


the general public from whom the patients come— 
can prevent this obsequial occurrence if they become 
clamant for deeds and not words. 


Current Comment. 


RESUSCITATION BY CARDIAC STIMULATION. 


NotuHiInG can be so dramatic, nothing can so 
capture the imagination, as the recall to pulsating 
life of an inert and apparently inanimate human 
body. The great mysteries of life and death are 
beyond the grasp of man’s intelligence and any 
departure from the usual is generally regarded with 
wonder and with awe. From the miracles of the 
New Testament to the reports of cold scientific 
achievement at the present day, stories of resuscita- 
tion of the dead have always claimed interested, 
even fascinated, attention. It is remarkable, there- 
fore, that a great deal more investigation has not 
been made of the possibilities of restoring the vital 
spark to the apparently lifeless organism by stimu- 
lating the inactive heart. Certainly numerous sur- 
geons, in times of emergency, have applied measures 
of resuscitation, some of which apparently have been 
successful. The methods most commonly adopted 
are massage of the heart, either directly or through 
the diaphragm, and intracardiac injection of some 
drug. But these procedures have been employed on 
the spur of the moment and under the stress of 
emotion; the one object has been to prevent a surgi- 
cal tragedy, and a logical survey of the phenomena 


associated with the heart’s response to stimulation 


has been lacking. Recently, however, Albert S. 
Hyman undertook a scientific study of the resuscita- 
tion by intracardiac therapy of what he terms “the 
stopped heart”; he has published the results of his 
investigations.1. It has been said that Schiff em- 
ployed intracardiac therapy over fifty years ago, but 
until 1921 there were only reports of isolated in- 
stances of this procedure. Since that time, however, 
a considerable number of cases has been reported 
until now a record of some 250 cases may be found 
in the literature. Of these 250, results were satis- 
factory in some 25%. 

Hyman points out that injections have been made 
by various investigators into the heart muscle, into 
the left ventricle itself and, accidentally, into the 
pericardial space. The study of records appears 
to reveal that the procedure most likely to result 
in cardiac contraction is the intramuscular injec- 
tion. In 1911 Lidwill reported that he had adminis- 
tered adrenalin solution intravenously on several 
occasions for the relief of shock occurring during 
anesthesia. On one occasion he had injected the 
drug directly into the heart, but it is not stated 
in his paper whether the heart had ceased con- 
tracting at the time. His object in administering 
adrenalin was to raise the blood pressure. Adrenalin 
has become the substance most commonly used for 
injection, but numerous substances have been em- 


1 Archives of Internal Medicine, October, 1930. 
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ployed from time to time. Ether, caffeine, dextrose, 

sodium thiosulphate, camphor, digitalis, strophan- 
thus, strychnine et cetera, have all been injected, 
sometimes with satisfactory results. This multi- 
plicity of drugs used in the stimulation of the 
inactive heart led Hyman to consider the possibility 
that none of the drugs has any specific effect on the 
cardiac musculature, but that the cardiac response 
is the result of mechanical irritation only. There are 
many records of resuscitation by the employment of 
purely mechanical stimulation, such as massaging, 
squeezing or pinching the heart. Condorelli was 
able to keep a patient alive for some hours by beat- 
ing the precordial region; each time the chest was 
struck the heart contracted. 

Recently Eisenmenger has employed an instru- 
ment which applies massage to the abdomen and 
at the same time forces saline solution through 
the blood vessels; he claims results which closely 
approach the miraculous. But his machine is for 
the purpose of inducing artificial respiration and 
circulation rather than for direct cardiac stimula- 
tion. Lidwill’s observations on people dying of 
cardiac failure and his pathological investigations 
of the condition of the heart after death led him 
to believe that the cessation of cardiac activity was 
due frequently not to failure of the cardiac muscula- 
ture, but to failure of the neuro-muscular mechan- 
ism. Acting on this assumption he devised an 
apparatus for electrical stimulation of the heart. 
He claims that the apparatus was successfully 
employed in the resuscitation of an apparently 
still-born infant, even after pituitrin and adrenalin 
had been injected into the heart without apparent 
result. 

Resuscitation of the apparently dead gives rise 
to an interesting physiological problem, namely, to 
what extent are the brain tissues affected during 
the period of cardiac inactivity? Physiologists 
have said that a period of only five to eight minutes 
of cerebral anemia is sufficient for the irreparable 
damage, that is death, of the vital centres. But 
resuscitation has been effected as long as half an 
hour after the failure of the circulation. Though 
the tissues did not die during this period of inertia, 
it is likely that some of them, especially the delicate 
tissues of the central nervous system, suffered dele- 
terious changes. This aspect seems to have been 
neglected by most investigators. A comparison of 
the physiology of the individual before and after his 
passage “through the valley of the shadow of Death” 
should prove of interest. Cessation of cardiac 
activity for a few minutes might conceivably cause 
similar damage to that effected by chronic or acute 
disease in a much longer period. 

Hyman observes that attempts at resuscitation 
are very rarely successful when the heart is 
diseased; also, if these efforts meet with success, 
such complications as hemopericardium are rela- 
tively commoner than when the heart is not dis- 
eased. He concludes that intracardiac injection 
should be reserved for the treatment of those 
patients whose hearts, normally healthy, have 
ceased contracting on account of shock, injuries et 
cetera, Other observers have applied the treatment 


to people whose hearts have failed on account of 
intoxication from some acute infection or other con- 
dition. Such poisoned hearts, however, cannot be 
regarded as normal. 

The first contractions of the apparently inanimate 
heart after the application of suitable stimuli are 
in the nature of extrasystoles, though this term, ever 
a poor one, seems sadly out of place here. If the 
procedure is successful, Tawara’s node and the 
auriculo-ventricular bundle quickly take up their 
former duties and normal rhythmical contraction 
recommences. Hyman believes that failure of the 
heart to recover its normal action, after con- 
tractions have been temporarily reinstituted, is 
often due to ventricular fibrillation. In order to 
reduce to a minimum the possibility of this con- 
tingency, he applies his stimuli to the right auricle. 
Of course this may frequently cause auricular extra- 
systoles and auricular fibrillation, but auricular 
fibrillation is not incompatible with life. Further- 
more, he claims that stimulation applied to the 
auricle in proximity to the auriculo-ventricular 
node is much more likely to result in immediate 
normal conduction of stimuli and normal cardiac 
action. In this connexion it is interesting to observe 
that, originally, Lidwill’s idea was to apply electri- 
cal stimuli to the region of the auriculo-ventricular 
node; he found, however, that the auricle did not 
respond to the stimuli, whereas each time the 
current was passed through the ventricle there was 
a contraction. His investigations are still incom- 
plete. Hyman merely pricks the auricle with a 
needle; ‘he claims to have had some success. 

In a leading article on January 11, 19380, the 
Journal of the American Medical Association 
strongly criticizes attempts at resuscitation. It is 
stated that any recovery after intracardiac injection 
would have occurred in any event, that the pro- 
cedure is fraught with considerable danger to the 
patient and is unnecessary and unjustifiable; in 
conclusion it is remarked that resuscitation of the 
dead “belongs among the miracles.” Such sweeping 
condemnation of a procedure concerning which 
almost everything remains to be learnt, cannot be 
accepted at present. The value of artificial respira- 
tion et cetera in the resuscitation of the apparently 
drowned is well known; surely it is not unreason- 
able to hope that the heart occasionally may be 
made to respond in a similar manner. At any rate 
it is justifiable, especially when the heart fails 
during anesthesia, to direct all reasonable effort 
towards this objective. On the other hand, it is 
certainly not justifiable to endeavour to bring back 
to a few brief hours or days of existence the person 
whose heart has failed on account of cardiac disease. 
A further point which should be borne in mind, is 
that the application of stimuli to a heart in systole 
is probably quite useless. 

Further reports of Lidwill’s electrical stimulation 
of the ventricle and Hyman’s method of auricular 
stimulation should prove of interest. In the mean- 
time the wise medical practitioner will keep an 
open mind on the matter, but, in his honesty and 
human kindness, will apply one procedure or the 
other should he deem the occasion fitting. 
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Abstracts from Current 
Wedical Literature. 


DERMATOLOGY. 


Coccidioidal Granuloma. 


H. P. Jacospson (Archives of Der- 
matology and Syphilology, May, 1930) 
in a clinical and experimental study 
gives the history of thirteen additional 
eases of coccidioidal granuloma. The 
author describes further clinical types 
involving the pelvis, meninges and 
bones, the latter with secondary skin 
lesions. The dermic lesions are 
nodular and ulcerative in type; they 
may become subcutaneous by exten- 
sion. The exposed parts are primarily 
affected as painless reddish nodules 
which later break down, forming pus 
containing Coccidioides immitis. They 
later resemble fungating  epithelio- 
mata. Subcutaneous lesions take the 
form of abscesses or gummata or a 
flaccid tumour. The disease some- 
times simulates sctofuloderma. Patho- 
logically epitheloid and giant cells are 
present, usually of the Langerhans 
type, with an occasional plasma cell 
and polymorphonuclear cell. The 
coccidioides are usually found in the 
giant cell. The author thinks the 
disease is not so rare and restricted 
as far as locality is concerned, as 
originally thought when it was termed 
“California disease.” It is stated that 
the condition of persons affected by 
this disease frequently simulates that 
seen in pulmonary and miliary tuber- 
culosis; other patients find their way 
to the orthopedic surgeon. In many 
instances the real condition is masked 
by a secondary infection. The fungus 
which belongs to the Fungi imperfecti, 
was until recently confused with the 
blastomyces. After discussing the 
morphology, source of infection and 
mode of transmission, the writer 
describes his treatment. His technique 
consists of intramuscular injections 
of colloidal copper every four to seven 
days, together with cutaneous injec- 
tions of “Coccidioidin B” (exotoxin 


and endotoxin) every eight to fourteen | 


days, depending on the reactions. 


Treatment of Infantile Eczema. 


H. D. GrossmMAN (Archives of Pedi- 
atrics, August, 1930) regards the local 
treatment of infantile eczema as the 
most important means of attack and 
asserts that as many reputations can 
be made by correct applications as 


have been lost by reliance on indirect | 


measures. He advocates the use of 
20% crude coal tar ointment with 15% 
each of zinc oxide and powdered 
starch in a vaseline vehicle applied 
fresh each morning until the crusting 
and weeping disappear; then the oint- 
ment is progressively reduced in 
strength to 5% coal tar and applica- 
tions are continued on alternate days 
for two weeks. Water is kept away 
from the part and the author admits 
that it is necessary to inquire into 
gross errors in diet or hygiene. He 
reports favourable results in forty- 


seven patients with all grades of 
eczema. Patience and_ persistence 
were required in seven cases in which 
the skin took from six to fourteen 
weeks to assume a wholly normal 
appearance. 


Sensitization and the Diagnosis of the 
Traumatic Dermatoses. 


R. Prosser WHITE (Journal of State 
Medicine, September, 1930), in deplor- 
ing the confusion in understanding 
the word “sensitization” or allergy 
applied to certain reactions of the live 
skin to chemicals, draws attention to 
their parallel actions on live and dead 
skins in certain industries. In fell- 
mongeries and tanneries, salt, alkalis, 
such as lime, and certain inorganic 
acids and metallic salts are used. 
Their action on the dead pelts is the 
same as that on the skins of the 
workers, that is, primarily a physical 
action. Sensitization probably plays 
little part either in the extent or 
severity of the injuries. Catabolic 
cell changes in the living, as well as 
mechanical, thermal, electric and 
photo-dynamic forces stimulate the 
sensory nerves and cause liberation of 
histamine or other poisons, producing 
responses not possible in the dead and 
acting as vaso-dilators with resulting 
inflammation, often severe. A foreign 
protein injected into the blood stream 
and followed by a second dose pro- 
duces anaphylaxis. Certain persons 
become hypersensitive to particular 
agents which become incorporated in 
the skin by injection or other means. 
These agents are mostly vegetable 
products or organic chemicals. Active 
susceptibility to these is generally an 
inherited tissue quality. Anaphylaxis 
is always acquired and is specific. The 
anaphylactoid reaction is a personal 
peculiarity and is not considered 
specific. Recovery from anaphylaxis 
produces immunity by formation of 
antibodies. Even specific immunity 
ean be acquired by non-organic anti- 
gens. The injection of certain mineral 
waters neutralizes the venom of the 
adder, diphtheria or tetanus toxin or 
the anaphylactic symptoms from horse 
serum. Anaphylaxis and allergy may 
eventually be attributable to different 
phases of some _ simple _ physico- 
chemical process. Antibodies in suf- 
ficient quantity immunize the indivi- 
dual by precipitating the antigen. 
When they have disappeared from the 
tissues, a further dose causes a more 
severe allergic reaction. The bio- 
pharmacological action of a drug 
differs from antigenic reaction in the 
absence of the formation of anti- 
bodies. No exceptions have been 
established to the general rule that 
only proteins can act as true antigens, 
but certain persons react more easily 
to external application or internal use 
of certain agents. This is not easily 
explained. It is believed that certain 
chemical radicals can join with pro- 
teins to incite antibodies. If an 
individual acquires this power easily, 
he manifests idiosyncrasy. If the 


antibodies appear in the skin the 
symptoms will appear there. This 
“racemization” has strongly 


upheld, when it occurs between the 
protein molecule of the cutaneous 
layer and an irritating chemical, as 
the primary cause of allergy in 
industrial dermatoses. The author 
sees many objections to this view for 
the following reasons: Catarrhal 
inflammations of the skin tend to 
throw off their secretions, hence septic 
poisoning is infrequent; anaphylactic 
symptoms are rare in skin irritations 
and injuries, a racemozed protein 
must be introduced through the skin 
to produce general symptoms; homo- 
logous proteins are supposed to be 
non-toxic to the individual; the 
cleavage products of proteins are non- 
toxic; a protein to be absorbed must 
remain as a colloid and cell protein 
is usually destroyed by an irritant 
chemical; coagulation at once stops 
the sensitizing action of proteins; and 
finally the repeated absorption of 
racemozed proteins tends rather to 
produce immunity than sensitization. 
Recent work has shown that the 
cuticle is the only layer of the skin 
which proves antigenic and gives a 
positive reaction only in persons who 
are already allergic. Only when the 
basic laws and preperties of colloids 
and the effect of chemicals on the 
protoplasm are understood will derma- 
tergoses become comprehensible. The 
author concludes with a series of 
practical rules with regard to trade 
eruptions which are the outcome of 
the author’s reading and _ personal 
experience. In trade processes arti- 
ficial protein sensitization is rarely 
encountered and in the event of its 
occurrence will continue only a reason- 
able time; fresh contact with the 
allergen is necessary to reproduce the 
condition; sensitization to the dif- 
ferent vegetable and inorganic 
chemicals is generally an _ inborn 
quality of the skin, and it is probable 
in industry that inhalation or injec- 
tion may play an important part in 
its production; certain specific agents 
which bring out skin cancer, bring 
about cutaneous changes whether 
applied locally or absorbed into the 
system. The halogen acnes are prob- 
ably “excretion dermatoses”; given 
proper treatment and absence from 
the irritating agent, profession erup- 
tions heal as rapidly as any other 
injury of equal extent; an inflamma- 
tory recurrent affection of the skin, 
given reasonable freedom from 
exposure to an irritant, characterized 
by erythema, papules, vesicles and 
later by scaly, weeping or crusted 
patches, with itching or burning and 
with indefinite or irregular edges, 
should not be called a dermatitis, 
much less a trade dermatitis, it is a 
diathetic skin disease. 


The Excretion of Bismuth. 


P. J. HANZLIK AND H. G. MEHRTENS 
(Archives of Dermatology and Syphil- 
ology, November, 1930) have studied 
the urinary excretion of bismuth. 
They gave by injection varying doses 
of soluble bismuth sodium tartrate in 
aqueous solution to eleven human 
subjects, four of whom had edema of 
eardiac origin. It was found that the 
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excretion in the subjects with edema 
did not differ in an important degree 
from that noted in subjects without 
edema. The bismuth was rapidly 
absorbed and was invariably present 
in the urine during the day following 
administration. The excretion was 
greatest on the second day and the 
average duration of excretion was 
about thirteen days after single doses 
equivaient to gramme. of 
bismuth. The results were similar 
after two and three single doses. 
After seven, nine and seventeen suc- 
cessive doses there was a delayed peak 
in the excretion curve. After single 
doses the average amount of bismuth 
excreted from day to day was about 
one milligramme and at the end of 
two weeks averaged 45:2% of the 
total administered. The total excretion 
of bismuth after the highest dose used 
(0-2 gramme and over), as also the 
daily quantity excreted every day, did 
not increase in proportion to the 
increase in dosage, but decreased; this 
agrees with observations made after 
the injection of bismuth metal. The 
excretion of bismuth occurs mainly in 
the urine. The authors conclude that 
a prompt saturation of the tissues may 
be expected with intramuscular injec- 
tion of soluble bismuth sodium tar- 
trate. With repeated intensive medica- 
tion accumulation of the bismuth will 
supervene owing to the slowing down 
of excretion. The rapid removal of 
bismuth indicates the necessity for 
more frequent injections, but these 
should be used with suitable rest 
periods to avoid harmful accumulation. 


UROLOGY. 


Primary Carcinoma of the Ureter. 


J. Griineserc (Zeitschrift fir 
Urologie, April, 1930) reports on a 
patient seen by him who was suffering 
from primary carcinoma.of the ureter. 
This is a rare disease. The diagnosis 
of ureteric growth was made before 
the operation and before any second- 
ary renal damage had arisen. There 
is no characteristic or special symp- 
tom which will point to a clinical 
diagnosis of this disease; the full 
armamentarium of urological methods 
must be employed. Ureterography, 
however, will sometimes fail to estab- 
lish a- diagnosis, but the author 
observed one sign in this instance 
which may well be looked for in 
future. He found that whilst a clear 
blue efflux of indigo-carmine stained 
urine was seen, yet in the _ inter- 
peristaltic intervals a little blood 
trickled out of the ureter. This sign 
may be looked upon as pathognomonic 
of ureteric neoplasm. 


Vesiculitis and Prostatitis. 


BarscHansky (Zeitschrift fir 
Urologie, March, 1930) advocates the 
injection into the rectum, by means 
of a special syringe, of mud at a 
temperature of 45° to 55° C. in the 
treatment of chronic and _ subacute 
inflammation of the prostate and 


seminal vesicles. The mud is left in 
the rectum for twenty to forty minutes 
and is injected every other day on 
fifteen to twenty occasions. Suitable 
mud can be exported from the bathing 
places where it is found and can be 


' applied therapeutically without dimi- 


nution of its efficiency. The treatment 
depends not only on the thermal effect 
of the hot mud, but also on its 
physical, chemical and biological pro- 
perties, and it is undoubtedly effective 
in producing absorption of inflamma- 
tory infiltration. The beneficial effects 
are usually not fully developed until 
six to eight weeks after the treat- 
ment. The treatment has no bad effect 
on the patient’s general condition and 
can be used even when the patient’s 
resistance is very low. Of 254 patients 
treated 82% showed improvement, 
12% grew worse and 6% remained in 
statu quo. The treatment is contra- 
indicated in (i) all inflammatory, 
ulcerative or neoplastic processes in 
the rectum, (ii) abscess, hypertrophy 
or new growth of the sexual glands 
and (iii) tuberculous affection of the 
urogenital organs. 


Rupture of the Kidney. 


E. Z. SuHariro (Journal of Urology, 
March, 1930) declares his belief in 
the theory of Kiister that in rupture 
of the kidney it is the force acting 
through hydraulic pressure in a dis- 
tended kidney which produces the rup- 
ture. If the conditions are favour- 
able, the slightest blow, or even strain, 
will produce a severe injury and even 
complete rupture of the kidney. There 
is a vague impression in the minds 
of a good many practitioners that a 
ruptured kidney calls for prompt 
nephrectomy. The folly of this 
attitude cannot be too strongly empha- 
sized, for the majority of such injuries 
resolve with rest. Nevertheless a 
sharp watch must be kept on the red 
cell count, the hemoglobin and the 
blood pressure and, of course, the 
pulse rate. Even if operation is 
embarked upon, nephrectomy may be 
avoided if the organ is only slightly 
injured and tamponade or suture will 
stop the bleeding. The wound may 
then be closed around a drain. In 
all injuries, however, of any greater 
severity than the above nephrectomy 
is the safer course. If there is any 
associated disease, such as_ hydro- 
nephrosis or calculi, nephrectomy is 
always indicated. When there is any 
suspicion of a torn peritoneum or 
injury of the abdominal viscera, 
laparotomy is urgently required. 


Hydronephrosis. 


F. B. Fey (Journal 
@Urologie Médicale et Chirurgicale, 
July, 1930) present a study of the 
etiology of small, non-obstructive 
hydronephrosis. In the great majority 
of hydronephroses with a definitely 
ascertained anatomical cause, the 
latter may be considered of the static 
variety, but in the case of small sacs 
with no definite organic obstruction 
these authors consider that the solu- 
tion of the problem of causation lies 
in dynamic elements. Functional dis- 


turbances of the  neuro-muscular 
mechanisms at various levels in the 
urinary tract are held to be the cause 
of such hydronephroses. The ordinary 
flow of urine down the upper urinary 
tract is assured by the functional 
coordination of several muscular 
actions. It is necessary to distinguish: 
(i) Pelvic contractions, which drive 
the urine out of the pelvis and lead 
to the formation of the “ureteric bulb” 
at the upper end of the ureter, (ii) a 
pyelo-ureteral sphincteric action, which 
controls the filling and emptying of 
the ureteric bulb and so determines 
the rhythm of the ureteric propul- 
sions, (iii) peristaltic contractions of 
the ureter, driving the urine from the 
bulb to the bladder, and (iv) a uretero- 
vesical sphincteric action, which pro- 
tects the ureter during the act of 
micturition. If any one of these 
mechanisms is upset, normal outflow 
is hindered and retention results. 
Such stasis or retention results either 
from a paresis or paralysis of the 
movements of propulsion or from 
spasm of one of the sphincters or of 
a segment of the ureter, followed 
rapidly by paresis or paralysis of the 
muscles situated higher up. Among 
these functional retentions it is pos- 
sible to distinguish types resulting 
from (i) Pelvic paresis, (ii) spasm or 
contracture of the  pyelo-ureteral 
sphincter, (iii) a ureteric origin, such 
as true strictures, ureteral calculi and 
spasm in the neighbourhood of an 
inflamed appendix, tube et cetera, and 
(iv) reflex action through insufficiency 
of the inferior sphincter. Pyelography, 
when associated with the recently 
introduced method of  pyeloscopy, 
gives the opportunity of preoperative 
study to such an exact degree that 
true diagnosis can often be made. When 
medical treatment or ureteric catheter- 
ization fails or is deemed inadvisable, 
operation should be undertaken. 
At operation the anatomical condition 
of the pelvis and upper part of the 
ureter, as well as of the renal vessels, 
must be carefully studied. In func- 
tional hydronephrosis of dynamic 
causation denervation of the renal 
pedicle has given interesting results. 
Its action on the pain is admirable, 
but unfortunately the effect on pelvic 
dilatation and pelvic mobility is less 
well determined. As in all the opera- 
tions of sympathectomy, the results 
are neither constant nor definite. 


Urethral Calculi. 

R. K. DeEBpenHAM (The_ British 
Journal of Urology, June, 1930) 
reviews the histories of forty patients 
suffering from urethral ealeuli 
admitted into the London Hospital 
during the last twenty years. Of 
these, thirty-seven suffered from 
impacted calculi (thirty-four males 
and three females). Impacted calculi 
produce symptoms of recently arising 
obstruction, either partial or complete. 
The remaining three suffered from 
what were probably examples of 
primary urethral calculi. In each 
instance there was a urethral stric- 
ture of long standing and the symp- 
toms suggested that this condition 
was combined with cystitis. 
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Special Articles on Diagnosis. 


(Contributed by Request.) 


XXVIII. 


THE LATE CUTANEOUS MANIFESTATIONS OF 
SYPHILIS. 


Apout twenty years ago, before the advent of arsenical 
compounds, the late manifestations of syphilis, both 
acquired and congenital, were of common occurrence. 
Today, however, these lesions are comparatively rare, due, 
doubtless to the beneficial effect of the “Salvarsan” group. 
The patients now presenting late lesions are generally 
found to have received no treatment; in fact they are for 
the most part totally unaware that they have had syphilis. 


Commencing several years after infection, these lesions 
may manifest themselves at any period of life. As an 
example of the latter, I will quote the case of an elderly 
patient who presented himself at the Sydney Hospital 
complaining of an itchy eruption on both forearms, which 
proved to be eczema. Higher up the arm I noticed a well 
marked nodular syphilide. On drawing the patient’s atten- 
tion to this, he stated that it was nothing, that it was only 
syphilis which he had contracted forty years previously. 

* The syphilis, not being irritable, did not worry him, 
whereas the eczema, being very pruritic, was a matter of 
concern. Here, then, is an instance of a nodular syphilide 
observed forty years after infection; this case demonstrates 
two of the salient features of the disease, namely, an 
absence of itching and the localized character of the late 
lesions. It will be remembered that the early efflorescences 
are generalized, whilst the late lesions are localized and 
associated with infiltration of the skin and subcutaneous 
tissues. These infiltrations consist of a  fibro-cellular 
deposit and constitute the typical lesion of this period, that 
is, the gumma. Their tendency is to form a gummy 
degeneration which either becomes absorbed or, as more 
frequently happens, breaks down and forms an ulcer with 
clean-cut edges. 


The Nodular Syphilide. 


The nodular syphilide, a relatively common lesion, is 
described under various synonyms, as tubercular syphilide, 
superficial gumma et cetera. These nodules are raised 
and may reach the size of a pea, but occasionally the 
infiltration is slight. Although generally discrete, the 
lesions sometimes coalesce to form a circle of advancing 
infiltration. Their colour is either a dull or brownish 
red, with a smooth or scaly surface. They may undergo 
absorption after a month or two, leaving a pigmented, often 
atrophic, area behind. Not infrequently the nodules 
ulcerate and exude a gummy greyish yellow substance 
which may dry and form a crust. These ulcers tend to 
leave atrophic scarring in which the outlines of previous 
discrete ulcers are often noticeable. Thus nodules, ulcers, 
atrophic scarring and pigmentation may form the com- 
ponent parts of the same lesion. These nodules or ulcers 
may be aggregated into patches or groups of various sizes 
without definite arrangement, or they may form the out- 
line in whole or in part of a circinate or reniform lesion. 
Serpiginous spread is characteristic. It will be seen that 
grouped and localized discrete nodules or ulcers or a 
combination of both, are to be regarded as an important 
diagnostic feature of many of the late lesions of syphilis, 
especially when they spread in a serpiginous manner. 


Differential Diagnosis. 


Amongst the skin manifestations from which it has to 
be differentiated are the following: 

Lupus Vulgaris. When pressure is made with a diascope 
“apple jelly” nodules are seen, the rate of progress of lupus 
= is slower and it not infrequently commences early 
in life. 


Tuberculosis Verrucosa Cutis. In tuberculosis verrucosa 
cutis there may be atrophic scarring, but its rate of advance 


is slower, a warty appearance is present and exposed parts 
are most commonly affected. 

Rodent Ulcer. Rodent ulcer may be simulated when 
only a few nodules are present on the face. Rodent ulcer 
is of much slower growth, has a burnished appearance, 
often with telangiectases showing from the surface. 

Ringworm. Ringworm may show a resemblance to the 
confluent circinate nodular syphiloderm with slight infil- 
tration, seen sometimes on the anterior aspect of the 
forearm. The sphiloderm is much slower in its rate of 
progress than tinea and is not pruritic; if the diagnosis is 
uncertain some scales should be examined for fungus. 

Lupus Erythematosus. When the lesion is on the face 
lupus erythematosus may be simulated, but this spreads 
as a diffuse, often scaly and symmetrical, patch or plaque. 


Subcutaneous Gummata. 


Subcutaneous gummata begin as small, circumscribed, 
indurated nodules in the hypoderm; they may vary in size 
from a pea to a walnut; their rate of growth is somewhat 
rapid and they may reach the latter size in five or six 
weeks. At first the skin covering the gumma is normal 
in appearance, but as the lesion approaches the surface 
the skin becomes adherent and assumes a duil reddish 
brown or bluish colour. Softening then takes place in the 
centre with breaking down of the overlying epidermis and 
the formation of an ulcer. Special features of these ulcers 
are that they are sharp-cut or punched-out, deep, with 
their bases covered with sloughs, often of a wash-leather 
colour. They may be single or multiple; sometimes they 
form a diffuse, dusky red or bluish infiltration of the sub- 
cutaneous tissue and skin. This may break down into 
discrete ulcers or form one large ulcer involving the whole 
infiltrated plaque. Although they usually break down and 
ulcerate, sometimes they undergo absorption and resolution 
without ulceration. In other cases a phagedznic ulcera- 
tion takes place, characterized by a deep, rapid and serious 
destruction of tissue. It is liable to occur in debilitated 
subjects and is probably aided by some superimposed infec- 
tion. When they arise over flat bones such as those of 
the forehead, scalp et cetera, the periosteum may be 
involved and necrosis of the bone ensue. The gummatous 
cicatrix may.be depressed and may be of the nature of 
tissue paper scarring. Keloid but seldom supervenes. The 
calf of the leg and the area about the knee are common 
sites, but the lesions can occur in any part of the 
integument. 


Differential Diagnosis. 

Before Ulceration. A furuncle may be simulated before 
ulceration has occurred; it is more inflammatory and 
painful and of more rapid growth. Sebaceous cysts, sup- 
purating sebaceous cysts, new growths, especially of con- 
nective tissue origin, sporotrichosis et cetera have to be 
considered. 

After Ulceration. When ulceration has taken place 
gummata may have to be differentiated from varicose 
ulcers; here great difficulty may present itself. It would 
seem that in some cases we are dealing with the double 
factor. Again, patients with varicose veins not infrequently 
suffer from ulcers with a punched-out appearance, a wash- 
leather base, and yet their blood does not react to the 
Wassermann test. The typical area for varicose ulcers is 
the lower third of the leg, whilst gummata per se usually 
assume a higher localization. Bazin’s disease, which has 
also to be distinguished, is an ulcerative condition of 
tuberculous origin, occurring on the legs of young girls. 


Palmar and Plantar Syphilides. 


Although as a rule limited to one hand or foot, palmar 
and plantar syphilides may be bilateral. There is elevation 
and infiltration of these lesions, but this is modified by 
the thickened epidermis of the palm of the hand and the 
sole of the foot. The lesions may be nodular and, like 
those lesions elsewhere, exhibit a tendency to ulcerate, or 
they may appear as a papulo-squamous eruption. The 
latter appear in the early stages as brownish red, rounded 
or irregularly shaped plaques, later they have a scaliness 
or callus-like thickening, which gives to the lesions a 
dirty grey or greyish white appearance. Beyond this is 
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a collar of raised epidermis, with its elevated border 
directed inwards. The plaques, through coalescence of 
adjacent lesions, vary in size and shape and may be 
fissured. They are for the most part limited to the palmar 
surfaces of the fingers and are sharply margined. They 
are not pruritic as a rule, but they may be painful. 


Differential Diagnosis. 

These palmar and plantar syphilides are amongst the 
most difficult of the cutaneous lesions of syphilis to diag- 
nose. They may bear a close resemblance to the following: 

Psoriasis. Psoriasis may be simulated, especially if the 
palmar or plantar syphilide should be bilateral. Sites of 
predilection of psoriasis should be examined, such as the 
scalp, elbows, knees et cetera, for this condition is but 
seldom localized to the palms and hands. 

Ringworm. An examination for fungus will help to 
differentiate from ringworm of the palms or soles. 

Eczema. From eczema the palmar and plantar syphilide 
is distinguished by the more extensive distribution of the 
former, which may affect the finger tips, dorsum of the 
fingers et cetera, by the less sharply defined areas, by the 
pruritus, and. sometimes by the presence of the more 
typical lesions of eczema on adjacent parts. 


Syphilitic Keratodermia. 


Syphilitic keratodermia of the sole of the foot is 
generally unilateral, with a marked epidermal thickening, 
is of a yellowish brown colour and shagreen-like in appear- 
ance. The soles and adjacent parts of the feet are involved 
and there may be an associated pseudo-elephantiasis of 
the limbs, in which streptococcal infection may play a 
part. : 

Differential Diagnosis. 

Arsenical Keratosis. Arsenical keratosis is to be dis- 
tinguished by the associated pigmentation of the trunk 
and by its bilateral distribution. 

Tylosis. Tylosis is a bilateral and congenital condition. 

Hyperkeratosis. Hyperkeratosis due to hyperidrosis is 
bilateral. 


Congenital Syphilis. 


Subcutaneous gummata are the most prominent of the 
late cutaneous lesions of congenital syphilis. 

As an aid to diagnosis of the late cutaneous mani- 
festation the Wassermann test should be done. The 
tongue, mouth and pharynx should be examined for 
syphilitic glossitis, ulcers et cetera. An examination of 
the skin should be made for tissue-paper scarring. The 
knee jerks should be tested, the eyes examined for the 
Argyll-Robertson reaction, irregularity of the pupil et 
cetera. In children the mouth should be examined for 
Hutchinson’s teeth, the nose for depression of the bridge 
and the angles of the mouth for evidence of previous 
fissuring. 

NorMAn PAvt, M.B., M.S. (Sydney), 
Honorary Dermatologist, Sydney Hos- 
pital; Honorary Dermatologist, Royal 
Alexandra Hospital for Children. 


British Wedical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE QUEENSLAND BRANCH OF THE BRITISH 
MepiIcaL ASSOCIATION was held at the B.M.A. Building, 
Adelaide Street, Brisbane, on August 1, 1930, Dr. S. F. 
McDonatp, the President, in the chair. 


Anatomical Dissection. 


Dr. E. S. Meyers showed a series of photographs taken 
at the Department of Anatomy in connexion with the work 
for the Dental Hospital. The photographs showed the 
anatomy and dissection for the operation of removing 
the glands of the neck. 


The Endometrium and Uterine Hzemorrhage. 


Dr. M. G. Surron read a paper entitled “Observations on 
the Endometrium and Uterine Hemorrhage.” This article 
was published in last week’s issue. 

Dr. J. V. Dunig read a paper entitled: “The Pathology 
of Metropathia Hemorrhagica: A Study of One Hundred 
and Twelve Cases of Irregular Uterine Hemorrhage,” and 
illustrated his remarks by lantern slides. The paper is 
published at page 67. 

Dr. C. A. THELANDER congratulated Dr. Sutton and Dr. 
Duhig on their contributions which represented a great 
deal of work of distinct value. He said that the intricacies 
of glandular and hormonic influence were very dense and 
really required special study, and it seemed to him that 
an effort such as this was work in the right direction. 

Clinically the significance of the papers was undoubtedly 
great; there were many cases in which guidance as to 
treatment by exploratory curettage was very definite. 
He had made much study of the influence of these hor- 
mones, but there were very divergent views and he con- 
sidered the subject required study for months or years 
to get anywhere. Occasionally cases were seen in which 
the results of glandular treatment were dramatic. With 
regard to treatment of hemorrhage about the menopause, 
he held views which, while not agreeing with, were not 
actually in contradiction to the views of Dr. Sutton. He 
had curetted the uterus on three or four occasions in a 
search for a malignant growth and had received a negative 
report, although a malignant growth was present. Whose 
fault it was he did not know, but in at least one case 
with a negative report, and he admitted inadequate 
material, the patient had not been operated on until malig- 
nant secondary deposits appeared in three months. He 
considered this exemplified the dangers of an exploratory 
curettage, as diagnostic material might not be obtained. 
If the report were negative, the patient was often done 
irremediable damage. 

Dr. THELANDER thought with Rutherford Morrison that 
in cases of irregular hemorrhage at, during or after the 
menopause a hysterectomy should be done. 

Another cause of hemorrhage that had not been men- 
tioned was the association of hemorrhage with jaundice; 
he had seen three such cases and said that menstruation 
occurring when the patient was jaundiced, might be 
profuse and alarming. 


He had had very little experience of the use of radium 
and X rays generally, but considered thé little he had had 
to have been very valuable. He agreed that there were 
many occasions on which radium was definitely contra- 
indicated, but on the other hand on other occasions it 
could be very potent indeed. 


He wished to congratulate Dr. Sutton particularly on 
the amount of good work represented by his paper. 


Dr. E. S. Meyers had much pleasure in congratulating 
the readers of both papers, which were of more than 
ordinary merit and into which a lot of work had been 
put. The papers had opened up many fields, for example, 
that of physiology; also many sociological questions, for 
example, the distaste for child-bearing noticed at the 
present time. Dr. Sutton had not gone very much into 
this question. Dr. Meyers was particularly interested in 
the question of preventive medicine, but held that more 
exact knowledge along the lines laid down by Dr. Duhig 
and Dr. Sutton was necessary. 

Radium interested Dr. Meyers very much. Dr. Sutton 
had said radium would destroy the endometrium; was this, 
quite correct, or would it only have the effect of bringing 
the tissue back to normal? 

With regard to the question of hypertrophy, as pointed 
out in Dr. Duhig’s paper, it was shown going on in these 
films, and yet cancer of the body of the uterus was not 
nearly so common as cancer of the cervix; there might 
here be some line which might indicate something of the 
secret of cancer. 

There was a lesson to be learned from both papers. 
They were coming back to the days of cellular pathology 
and were depending more and more on the microscope to 
correlate these findings. 
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Dr. K. Witson wished to add his token of appreciation 
to Dr. Sutton and Dr. Duhig for an entertaining evening. 


He was not quite clear whether Dr. Sutton had said there 
were two or three hormones obtained from the ovary. On 
hearing from Dr. Sntton that he had spoken of three, he 
went on to say that all authorities were not agreed that 
the interstitial cells produced a hormone. He realized, of 
course, that the last word had not been said with regard 
to these hormones, and the opinion had been expressed to 
him while in London that the follicles of the ovary acted 
as a storehouse of pituitary secretion and that the so-called 
follicular hormone was merely pituitary secretion. He said 
there was evidence in support of this. 


Dr. Wilson wished also to mention the question of the 
sympathetic nervous system in relation to ovarian internal 
secretion. Much had been said about the latter, but he 
had not been able to find much comment on the former. 
He felt that some cases of abnormal uterine bleeding 
could be explained by an upset of the sympathetic nervous 
system and he had found clinically that patients who 
showed evidence of stimulation of the sympathetic nervous 
system, reacted dramatically to sedatives such as 
“Medinal.” With regard to the slide of Dr. Duhig labelled 
“pseudocyetica hamorrhagica.” he wondered if the cells 
classed as decidual cells might not be plasma cells. It 
seemed to him that there was sometimes a difficulty in 
distinguishing the two types, and if this were so in this 
slide, then the condition might be one of hypertrophic 
glandular endometritis. 


Dr. D. A. CAMERON congratulated Dr. Sutton and Dr. 
Duhig on the excellent quality of their papers. Dr. Sutton 
had taken a great deal of trouble and had gone into his 
subject thoroughly. Dr. Sutton was endeavouring to bring 
the pathology into line with the clinical aspect of the 
subject. The older practitioners in Brisbane had not had 
the same facilities; they had to depend more on the 
clinical aspect alone. It was very interesting to see the 
younger men like Dr. Duhig and Dr. Sutton working 
together linking up the pathology with the clinical work. 
Dr. Sutton had done excellent work at the Lady Lamington 
Hospital. Dr. Cameron wished also to speak of curettage 
for diagnostic purposes in suspicious cases of cancer of 
the body of the uterus, as mentioned by Dr. Sutton. Dr. 
Cameron did not think it was always a very safe proceed- 
ing to curette the uterus for material and await the result 
of a report from the pathologist to clinch the diagnosis 
of malignant disease. Malignant growths sometimes seemed 
to be disseminated very rapidly after curettage, at least 
in«his experience. He quoted two cases in which this 
occurred in his own practice. Perhaps Dr. Duhig could 
give them some idea how dissemination took place so 
rapidly after curettage. Dr. Cameron preferred to do a 
hysterectomy immediately, if he found anything suspicious 
of malignant disease. Early operation was necessary. 
With regard to the question of hysterectomy, he did not 
think the symptoms of the artificial menopause after a 
complete hysterectomy, which included removal of the 
ovaries, caused very much trouble if the medical attendant 
carried out the after treatment properly. He had given 
up using hormones and all forms of drug treatment, but 
saw his patients at regular intervals in his surgery. He 
thought most of the symptoms were due to stories patients 
had heard from their inquisitive and garrulous busy-body 
friends, who by suggestions implanted the ideas that they 
must be ill. He would like to hear other opinions on this 
subject. 


Dr. S. F. McDonatp thought it a great pity that there 
was such a poor attendance at a meeting on a subject 
which touched the whole medical profession. The number 
of cases of cancer of the uterus which were missed or 
were inoperable, was remarkable, particularly in women 
after the menopause. 


Dr. McDonald thought the question of uterine hemor- 
rhage or amenorrhea in patients with general conditions 
was very interesting, for example, chronic renal disease, 
pulmonary tuberculosis, jaundice. 


The question of hormones was a very interesting one, 
probably of great value in practical medicine. | What 


actually were the active preparations of these hormones? 
There were many claimed, but he would like to know 
which was the efficient one. Was it possible to have an 
active hormone which would terminate pregnancy? For 
example, in a patient with heart disease whose pregnancy 
had to be terminated, it would be far better if one could 
cause this to happen through the agency of a hormone. 


He considered both papers were most interesting. 


Dr. Sutton in reply thanked his critics very much for 
their kind words. He had certainly put a lot of work 
into the paper, and it was difficult to get it into a small 
space. 


In reply to Dr. Thelander and the question of curettage 
in malignant disease in the body of the uterus, the question 
of spread of the disease always cropped up. Some men 
said it should not be done, other men had done work to 
show that a biopsy (and after all that was what a diag- 
nostic curettage was) could not do harm in causing spread 
of the disease. The logical way out of the difficulty was 
a curettage, a microscopical examination on the spot and 
a hysterectomy done immediately. The case Dr. Thelander 
quoted was in fact an example of an error in diagnosis 
and this was always liable to occur. With careful curettage 
and submission of adequate tissue to a competent path- 
ologist mistakes should be few. 


In reply to Dr. Meyers regarding birth control Dr. 
Sutton said that in a paper such as this one could not 
touch on everything in detail, but under the heading 
“dynamic psychoneurogenic” he had given contraceptive 
methods as inducing hyperemia et cetera. 


With regard to the effect of radium on the uterine 
mucosa, endarteritis obliterans ensued first, then fibrosis 
and atrophy, causing cessation of menstruation. The ques- 
tion arose whether it acted on the endometrium or the 
ovary; Forsdike in his experiments stated that it did not 
act on the ovary. Small doses of radium seemed to cause 
a temporary amenorrhea and then the periods came back 
more regularly. He wondered whether the endometrial 
cells could be cultured in a suitable medium. 


In reply to Dr. Wilson Dr. Sutton stated that there 


| were three hormones of the ovary—follicular, luteal and 


interstitial. His reference to the sympathetic nervous 
system, which was bound up with the question of the 
internal secretions, was cut out, as the paper was already 
too long. He had not previously heard the view that the 
follicle was the storehouse of pituitary hormone. 


In reply to Dr. Cameron, Dr. Sutton stated that an inter- 
uterine adeno-carcinoma remained localized in the body 
for a considerable time and the prevailing opinion was 
that hysterectomy, and not radium, was the best treatment. 


In reply to Dr. S. F. McDonald, Dr. Sutton said he had 
mentioned tuberculosis under constitutional causes. Why 
menorrhagia should occur in one case and amenorrhea 
in another he did not know. He had used radium on one 
patient with tuberculosis and menorrhagia with good effect. 
Dr. Sutton said he could not say which was the true 
active product on the market, but he believed “Oestrogen,” 
of Parke, Davis and Company, was very good and had 
been given with success in the climacteric. 


Dr. Duhig in his reply said that he only wished to point 
out that proper curettage was necessary to get material 
for diagnosis. The question of dissemination of malignant 
growth from a curettage depended a fair amount on the 
grade of the carcinoma. Drainage was not good and dis- 
semination from an adeno-carcinoma was very slow and 
took place only when it assumed grade II type and was 
well out of the peritoneal cavity. Adeno-carcinoma 
generally appeared late in life when the loss of the 
uterus was not very important. 


Dr. Duhig’s theory was that the condition of hyperplasia, 
which was analogous to that in the breast and prostate, 
probably did not go on to carcinoma in the cervix as it 
did in the breast and prostate, because there was free 
drainage. 

In reply to Dr. Wilson Dr. Duhig said that in type C 
in group A the microscopical examination showed that 
the tissue was definitely decidual. 
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A MEETING OF THE NEw SoutTH WALES BRANCH OF THE 
British MEpIcAL ASSOCIATION IN CONJUNCTION WITH THE 
SECTION OF PAEDIATRICS, THE SECTION OF PATHOLOGY AND 
BACTERIOLOGY AND THE SECTION OF MEDICINE was held at the 
Robert H. Todd Assembly Hall, British Medical Association 
House, 135, Macquarie Street, Sydney, on November 27, 
1930, Dr. F. Brown Craic im the chair, 


Infantile Paralysis. 


Dr. Karen T. HELMS read a paper entitled: “The Use 
of Convalescent Serum in the Treatment of Infantile 
Paralysis” (see page 71). 

Dr. E. H. M. STEPHEN read a paper entitled: “Clinical 
Types of Infantile Paralysis” (see page 75). 


Dr. A. W. CAMPBELL said that the two papers had been 
most instructive. There was no question that infantile 
paralysis was one of the most dreadful and serious diseases 
with which pediatricians had to deal. It was obviously of 
great importance that they should be able to recognize 
the affection in the early preparalytic stage, not only that 
they might be able to apply serum treatment, but also 
in order that they might be able to prevent other children 
from catching the infection in a house in which it appeared. 
It was most satisfactory that a method had been intro- 
duced which would arrest the most prominent clinical 
feature—the paralysis. There was no doubt that serum 
treatment was effective, but, satisfactory as it was, there 
was still much to be learnt. Dr. Campbell was not aware 
that the pathologists were in agreement that the body 
which passed through a filter and which was held to 
cause the disease, was really a microbe. It could not be 
cultivated on ordinary media. Recently some American 
observers and others had claimed that this body was a 
microbe and that it could be cultivated in the presence of 
and near living cells. It was suggested that it depended 
for sustenance on something that was given off by the 
living cells. It was extraordinary that in infantile para- 
lysis and kindred affections such as encephalitis lethargica, 
vaccinial encephalitis, encephalitis following measles, or 
the mysterious “X” disease, the morbid histology was 
somewhat similar. The point of initial attack for the 
virus was at that point in the cerebro-spinal vascular 
system where arteries ended and veins began. There were 
found the characteristic pericapillary lymphorrhages and 
cuffs of small round cells investing the venules—not the 
arterioles. This would suggest that the virus might pro- 
duce something in the nature of a thrombotic agent—a 
thrombase, such as was formed in poisoning due to snake 
venom, and this could operate only where the circulation 
was slow. It was extraordinary that these diseases could 
attack different parts of the nervous system. Why, in 
infantile paralysis, did the virus operate in mass forma- 
tion on the anterior columns of the spinal cord and in 
encephalitis lethargica on the basal nuclei. Why in ‘“X” 
disease did it operate on the cerebral cortex and why in 
encephalo-myelitis due to vaccinia and measles, was it 
universal in its attack? There were, of course, other 
points that required investigation. 

As far as serum treatment was concerned, he regretted 
that they had to rely on human donors and were some- 
times short of serum because large doses had to be given. 


Dr. Campbell thought he might be allowed to refer to 
“X” disease and to investigations into its nature carried 
out some time previously in Sydney. In this research 
Professor Cleland, of Adelaide, at the time engaged in 
work at the Board of Health, Sydney, had been the moving 
spirit and the speaker and Dr. Burton Bradley had filled 
the réle of humble collaborators. They had carried out 
more than 150 animal experiments. They had rejected 
rabbits or guinea-pigs and used larger animals. He would 
not like to say how many hundred of human and animal 
histological specimens they had examined. It did not 
matter what their general conclusion was, namely, that 
“X” disease was probably a mutant of anterior polio- 
myelitis. The point of importance was that they had 
succeeded, to their own satisfaction at any rate, in proving 
that the virus of “X” disease was communicable not only 
to the monkey, but to the horse, sheep and the calf. The 
point that emerged was that it should be possible in the 
future to communicate infantile paralysis to one of the 


larger and cleaner animals. In his opinion the larger 
animals had not been sufficiently exploited in this regard. 
It should be possible to hyperimmunize them and so to 
get a supply of serum sufficient for any epidemic. 


Dr. W. Vickers said that both speakers had indicated 
the symptoms of the disease very clearly and there was 
no doubt that if care were exercised in the presence of 
an epidemic, it would be possible to give more than a 
shrewd guess that the condition was one of infantile 
paralysis. With the work that had been done abroad and 
with the work put forward by Dr. Helms they could be 
quite convinced that serum given in the early stages would 
prevent paralysis. Dr. Vickers referred in terms of 
appreciation to the work of Sir Charles Clubbe in making 
it possible for a supply of serum to be available for the 
community and to the energy and persistence of Dr. 
Helms in pursuing the donors. Dr. Jean Macnamara, of 
Melbourne, had also done important work and her investi- 
gations, more than any others, had put the subject on a 
practical basis as far as Australia was concerned. Dr. 
Vickers then went on to lay stress on the importance of 
preventing deformities. In 1919 he had collected records 
of residual paralysis. In 1929 he had tried to collect a 
similar record and had found that the number of patients 
discovered on the second occasion with extensive residual 
paralysis was much smaller. He was convinced that in 
the last ten years careful treatment had reduced the 
incidence of paralysis. In conclusion Dr. Vickers referred 
to such measures as placing the patient on a suitable 
bed which did not sag; this more than any other factor 
caused deformity to appear. 


Dr. G. C. Wirtcocks referred to work done by Dr. 
Morgan, of the Board of Health, Sydney, in 1926. He 
had prepared serum for the early treatment of patients 
with poliomyelitis. None of the serum had been called 
for, but the work had been admirable. A team of workers 
was really required to carry out early diagnosis and 
treatment; someone should be at the disposal of prac- 
titioners at any time. In the records of the Board of 
Health for the last seventeen years a comparatively large 
number of cases of infantile paralysis occurred in older 
subjects. It was interesting to find that over one period 
of five years there had been eleven patients between the 
ages of fifteen and twenty, twelve patients between the 
ages of twenty and thirty and three between thirty and 
forty. 


In regard to diagnosis, Dr. Willcocks referred to a 
patient aged forty years. This patient had come from 
the country; he had had flaccid paralysis of the right 
arm and of both legs and paralysis of the sphincters of 
bladder and rectum. He had been in hospital for eight 
weeks and had made slight recovery. He had then been 
taken under the care of an orthopedic surgeon who had 
enabled him to stagger about on crutches. Dr. Willcocks 
asked the opinion of members as to whether the patient 
suffered from infantile paralysis. The anterior horn cells 
had certainly been involved, but involvement of bladder 
and rectum was most unusual in poliomyelitis. Dr. 
Willcocks further illustrated the difficulty of diagnosis 
by referring to a child, aged three years, who had been 
taken ill with vomiting and a rise in temperature to 101° 
F. The child had vomited from twelve to eighteen hours. 
Some hydrargyrum cum creta powders had been ordered 
and he had not been called again for four days. At that 
time pains had been present in the legs and the child 
lay with its head extended backwards over the pillow. 
A meningeal irritation had undoubtedly been present and 
he had wished to perform lumbar puncture. The parents, 
however, had objected to “an operation” and it had been 
necessary to wait for three or four days, when the diag- 
nosis was settled by the appearance of paresis. The 
important point in this instance was that ten days had 
elapsed between the onset with vomiting and the occurrence 
of the paralysis. 


Dr. J. McDonatp Gitt referred to the difficulties of 
making a diagnosis in the preparalytic stage. He said 
that the signs were vague and indefinite and the diagnosis 
was largely a matter of guesswork. It might, he thought, 
be better if one practitioner were engaged entirely in 
diagnosis. There was no one diagnostic test that was 
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entirely satisfactory. Paralysis of the trunk was generally 
regarded as a lower motor nerve lesion. He was convinced 
that it was of cerebral origin and it was important because 
it did not occur in any other similar conditions. Rigidity 
of the neck and trunk was pux down to meningitis, but 
Dr. Gill did not think that this could possibly be correct, 
because the legs were often affected and never the arms. 
The rigidity affected the whole trunk and was of great 
value in diagnosis, because it was present in 90% of 
eases. A further difficulty was occasioned by the fact 
that retraction of the neck was occasionally present in 
pneumonia, gastro-enteritis and other diseases. Dr.. Gill 
expressed his satisfaction at the fact that the serum treat- 
ment of poliomyelitis was on a proper footing and said 
that it was important that the average practitioner should 
be able to make a correct diagnosis in a difficult case. 
For this reason the services of a special medical officer 
would be of value. There was not so much danger in 
lumbar puncture as some people imagined and Dr. Gill 
thought that there need be no hesitation on the part of 
medical practitioners in undertaking the procedure. In 
referring to the cases mentioned by Dr. Willcocks, he 
thought that the first was not one of poliomyelitis on 
account of the involvement of the recta! and _ vesical 
sphincters. The second case was typical of the condition 
except that the interval between the onset of symptoms 
and the appearance of the paresis was unusually long. 

Dr. NEVILLE Davis referred to the abortive type of infec- 
tion. He described the symptoms that might arise and 
pointed out the advantages which would result if an 
expert team of diagnosticians were available. He suggested 
that the Board of Health should be asked to press for 
notification of doubtful cases. 

Dr. OLiverR LATHAM endorsed Dr. Stephen’s experience 
that acute otitis media might confuse the issues with 
poliomyelitis. He referred to the brain of a child who in 
life suffered vague head and neck symptoms. When an 
acute otitis media revealed itself, an intracranial abscess 
was diagnosed and the skull trephined. In this instance 
no abscess was found, but in addition to many Signs con- 
noting an encephalitic reaction, microscopical examination 
of one level of the pons revealed a widespread prolifera- 
tion of cells of either an endothelial or polyblastic type, 
not unlike that seen in a section already shown by Dr. 
Helms, revealing the later interstitial reaction around the 
wreckage of the anterior horn cells. The spinal cord 
might also have been affected, but unfortunately was not 
available. The appearances in the pons were such as to 
justify the diagnosis of the bulbar type of anterior 
poliomyelitis. 

In regard to the alleged rarity of the disease in adults, 
some American authorities maintained that many cases 
diagnosed as Landry’s paralysis were really poliomyelitis. 
Of five such cases submitted to the speaker, two were 
definitely acute or subacute affections of the anterior horn 
cells, two leaned more to the encephalo-myelitic group with 
patches of acutely degenerating myelin fibres, and the fifth 
was indeterminate. 

Again, a general defensive reaction in children, referred 
to as “resenting examination,” tended to become the 
definitely objective “pain” referred to the extremities et 
cetera, or some definite functional loss in the adult. Often 
the clinical diagnosis of “peripheral neuritis” became the 
microscopical picture of “damaged or destroyed horn cells” 
with more or less accompanying interstitial reactions. 

Dr. N. E. Gotpsworruy discussed the question of diag- 
nosis and said that a new method had been introduced in 
America in an epidemic in 1916. Specimens of cerebro- 
spinal fluid had been examined by the colloidal gold test 
and it had been found that a reaction was obtained in 
the early stages of the disease. As the condition advanced 
the reaction became less pronounced. The results had 
been checked by injection of monkeys and in 75% the 
reaction had been confirmed. 

Dr. F. Brown Crate, in thanking both speakers for their 
papers, referred to an epidemic in 1912. At that time he 
had been in general practice in a busy industrial suburb. 
The epidemic had reached its height in February and 
March. He well remembered his tribulation in meeting 
patients with obscure pyrexia and symptoms of gastro- 


enteritis and his concern when one of the infections had 
proved to be anterior poliomyelitis. In this epidemic quite 
a number of the patients came from Manly Beach and 
this had led to the popular belief that the sand had 
something to do with the spread of infection. 

Dr. Helms in reply referred to the preparation of serum 
from larger animals. She said that many attempts had 
been made and only recently Fairbrother had produced 
a hyperimmune serum from a horse. She endorsed the 
remarks made by Dr. Vickers in regard to the good results 
of muscle reeducation. 

Dr. Stephen in his reply referred to the work of Sir 
Charles Clubbe and said that he could not allow the 
occasion to pass without mentioning the name of Dr. A. B. 
Lilley who had successfully accomplished the preparation 
of the serum, an undertaking which had entailed much 
labour and careful technique. j 


NOMINATIONS AND ELECTIONS. 


THE undermentioned has been nominated for election as 
a member of the New South Wales Branch of the British 
Medical Association: 

Philpott, Jack Melville Curran, M.B., B.S., 1930 (Univ. 
Melbourne), Goulburn District Hospital, Goulburn. 


— 


Hospitals. 


ROYAL COMMISSION ON PUBLIC HOSPITALS IN 
QUEENSLAND. 


; THE report of the Royal Commission on Public Hospitals 
in Queensland is to hand. This Commission, as explained 
in the leading article in this issue, was appointed last 
year as a result of representations by the Queensland 
Branch of the British Medical Association to inquire into 
certain matters of hospital administration in Queensland. 
The members of the Commission were Mr. William Harris, 
Police Magistrate for the State of Queensland and Chair- 
man of the Railway Appeal Board, Dr. E. Sandford 
Jackson and Mr. S. A. Glassey, Deputy Auditor-General 
and Chief Inspector of the Audit Office. 

According to the terms of reference, full and careful 
inquiry was to be made into: 


(1) The best and most equitable method of provid- 
ing for the financing of public hospitals, with par- 
ticular reference to that portion of the cost at present 
found by the component local authorities in the case 
of -*igiiaaa to which The Hospitals Acts, 1923 to 1929 
apply. 

(2) The general administration and control of public 
hospitals. 

(3) The advisability of framing a common set of 
rules for all hospitals in receipt of Government 
subsidy. 

(4) The admission of patients to public hospitals; 
the payment of fees (if any) and the possibility of 
arranging for intermediate wards. 

(5) Whether group subscriptions entitling members 
thereof to free treatment in a public hospital should 
be permitted, and if so, what income or other limita- 
tions or restrictions (if any) should be imposed in 
respect of membership of such groups. 

(6) The method of appointment of the honorary 
medical staff of public hospitals; the advisability or 
otherwise of the honorary medical staff being repre- 
sented upon the governing body of the hospital; and 
whether doctors other than members of the honorary 
medical staff should be permitted to attend patients 
in the hospital or intermediate wards. 

(7) Whether under present conditions the facilities 
for the training of nurses in public hospitals are 
satisfactory. 
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(8) The administration of the Brisbane and South 
Coast Hospitals, the constitution of the Board, and 
whether there should be ‘nedical representation 
thereon. 

(9) The duties of the Medical Superintendent of 
the Brisbane General Hospital and the control he 
should have over the general management of the hos- 
pital and over the honorary medical staff. 

(10) The advisability of placing the Ambulance 
Transport Brigade under the control of the hospitals. 

(11) The equity or otherwise of the present system 
under which local authorities bear the whole cost of 
the treatment of cases of: infectious diseases and of 
the detention of carriers, suspects et cetera. 


being carried out by the Department of Public Works: 
Preparation of plans and specifications, invitation of 
tenders, acceptance of tenders, supervision of work. 
12. Before any building schemes are proceeded with 
the plans thereof should be submitted to all parties 
interested for their consideration, with an invitation 


to offer written suggestions, The suggestions so 
obtained should be submitted to a building sub- 
committee. 


13. As it is not to the advantage of either the 
patients or the community to retire members of the 
honorary medical staff when their capabilities are at 
their best, consideration should be given to the 
advisableness of extending the term of members of 


. Evidence was, taken from one hundred and ninety-six 
witnesses. The evidence is not included in the report. 
The references are considered seriatim. 


The summary of recommendations is as follows: 


the honorary medical staff. 


14. A condition of appointment to the nursing staff 
of a hospital should be the right of the hospital 
board to transfer the appointee either temporarily or 


1. The best and most equitable method of financing 
public hospitals would be the creation of a hospital 
fund by the collection of a special hospital tax on 
wages, salaries and income, with an exemption to 
persons in receipt of not more than £1 per week from 
such sources. 

2. The difference between the estimated expenditure 
and estimated income of hospital boards should be 
paid— 

(a) Eighty per centum from such hospital fund; 

(b) Twenty per centum by the component local 
authorities. 

3. The basis of computing the quota to be con- 
tributed by the component local authorities under the 
precepts issued by the respective hospital boards 
should be altered from the “value of the rateable land” 
to that shown in column 9, Appendix A. 


4. On the levying of a special hospital tax, in con- 
sideration of public hospitals being considerably 
relieved by the domiciliary treatment given to 
members of Friendly Societies, bona fide members of 
such societies be provided with intermediate ward 
accommodation at the rate of 9s. per day with the 
right of their own doctor. 


5. Group subscriptions, or contributory schemes with 
an income limit, should be encouraged for the mutual 
benefit of hospitals, employers and employees. The 
income limit should be left to the discretion of the 
various hospital boards and committees. 

6. Hospital boards and committees should give con- 
sideration to the matter of making a charge on visitors 
> excess of two to any one patient on any one visiting 

ay. 

7. Since medical opinion, which formerly held that 
the chief cause of the spread of diseases entitled 
“infectious” was bad sanitation and cleansing in local 
areas, now attributes these diseases almost wholly to 
carriers, the cost of treating patients suffering from 
infectious diseases, carriers and suspects et cetera 
should be a charge on hospital boards. 

8. The administration of the Hospitals Acts should 
be placed under the control of a permanent commission 
of three members. 

9. A person holding the position of Under Secretary 
or Assistant Under Secretary of the Home Secretary’s 
Department should not be a Government nominee to 
any hospital board. The present Assistant Under 
Secretary should, therefore, cease to be a Government 
representative on the Brisbane and South Coast 
Hospitals Board. 

10. In all future appointments to hospital boards 
which administer a hospital of one hundred heds or 
over, one of the Government nominees to such board 
should be a member of the medical profession, dissoci- 
ated from the Public Service and nominated by the 
members of the profession in the board’s area. 

11. When application for a loan is made to the 
Treasury by any hospital board for the purpose of 
erecting hospital buildings, the granting of such a 
loan should be conditional on the following work 


permanently to another institution under the control 
of the Board. 

15. In the interests of patients and to facilitate the 
training of nurses, the necessary action should be 
taken to increase the hours of duty of the nursing 
staff from forty-four hours per week to forty-eight 
hours per week, exclusive of meal hours. 


16. A charge of 9s. per day for the public ward. 
Patients, on admission to such a ward or as soon 
thereafter as practicable, should be required to make 
a declaration of their ability or inability to pay such 
charges. 


17. The establishment of intermediate wards in con- 
nexion with public hospitals should be permitted 
where the conditions are favourable after concentra- 
tion on the adequacy and efficiency of the public 
wards. To such intermediate wards patients would 
be admitted on payment of the full charge for main- 
tenance and nursing attendance. Such wards should 
be under the control of the medical superintendent, 
but the patients should have the right to choose their 
own medical attendant and make their own arrange- 
ments as to his fees. 


18. The rule under which a medical practitioner is 
held liable for the hospital fees of his patients 
admitted to the private ward of a hospital should be 
deleted and a rule substituted allowing such patients 
to be admitted to such wards, provided that the admis- 
sion officer is satisfied the fees can be paid. 


19. Economy would be effected to a very large extent 
by the adoption of the following recommendations: 


(a) Hospital equipment and supplies, where pos- 
sible, should be standardized, with a view to 
economical buying, by placing combined 
orders for delivery at centres as required. 

(b) In metropolitan and city hospitals there 
should be a subcommittee to whom all matters 
affecting economy regarding the purchase of 
drugs or instruments should be referred. In 
urgent cases or for ordinary requirements in 
country districts the requisition should be 
signed by the medical superintendent or 
matron and the secretary. 

The establishment of a central agency for 

replaced serviceable equipment, thus enabling 

some hospitals to purchase plant and equip- 
ment at a reduced price. 

(d) On receipt of supplies into an institution 
every attention should be given to secure 
eorrect quantity as well as quality. 


20. With a view to standardizing and securing 
uniformity in hospital accounts a uniform set of the 
principal books be adopted. 

21. Brisbane and South Coast Hospitals— 

(a) Action should be taken to expedite the mak- 
ing of by-laws which will give effect to the 
agreement arrived at between the Hospitals 
Board and the Advisory Board in regard to 
extending the functions of the latter body. 


(c 
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(b) A “control” account in connexion with 
patients’ fees be opened forthwith. 

(c) The nursing staff of all grades, apart from 
the matron, be granted the’ same dietary 
allowance. 

(d) The Board should give further consideration 

to the advisableness of allowing the General 

Medical Superintendent to purchase instru- 

ments to the value of ten pounds in cases of 

emergency. 

The Housekeeper be removed from under the 

control of the Manager and placed under the 

control of the Matron. 

Should the Government not deem it advisable 

to appoint a permanent hospital commission, 

the Hospitals Board should finalize its pro- 
posals to remove from the General Medical 

Superintendent all duties other than adminis- 

trative and to give that officer the power of 

suspension. 

(g) The Board should issue an annual report. 


~ 


(e 


(f 


~ 


The Central Hospital Commission. 


In regard to the Central Hospital Commission recom- 
mended by the Commissioners, the opinion is expressed 
that the Central Commission should be endowed with 
adequate authority to carry out its policy with as little 
interference as possible from political, official and other 
sources. It is thought that inter alia it should: 

1. Coordinate as closely as practicable the activities of 
the Health Department and the public hospitals. 

2. Make a hospital survey of the State. 

3. Coordinate the hospital system of the State. 


4. Inspect and classify all existing hospitals: (i) Build- 
ings, (ii) equipment, (iii) location, having regard to 
population and surrounding district, (iv) means of 
transport. 

5. Exercise control over expenditure in the erection of 
hospital buildings, to prevent erection of same for reasons 
other than actual hospital needs. 

6. Decide whether hospitals should be built, amalgamated 
or closed. 

7. Prescribe conditions for payment of subsidies. 

8. Deal with the framing of rules for all public hospitals, 
having regard to local conditions. 

9. Standardize, as far as practicable, hospital expenditure. 

10. Possess the power to inquire into management of 
any public hospital, also into character of local medical 
practitioners and local committees or boards. 

11. Report to Parliament as to‘ the financial operations 
of the hospitals. 

It is recommended that such a Central Hospital Com- 
mission should consist of three members, namely, a 
permanent full-time chairman and two other members. 
The term of service and salary to be paid to the chairman 
should be decided by the Governor-in-Council and it is 
suggested that the other two members be paid an allow- 
ance not exceeding £100 per annum. 

In a rider to the report Dr. E. S. Jackson recommends 
that the Central Hospital Commission should consist of 
three members. The chairman, in his opinion, should 
preferably be a medical practitioner of wide experience in 
hospital administration in all its branches or, failing that, 
a layman with no small experience of hospital manage- 
ment and administration inside Australian hospitals. The 
second members, he holds, should be a medical practitioner 
to act as inspector of hospitals and to be deputy chairman 
during the absence of the chairman. The third member 
should be an accountant of large experience. Dr. Jackson 
thinks that the salaries should be such as to attract the 
most capable individuals to the appointments. He would 
pay the chairman £1,250 to £1,500 per annum, the deputy 
chairman £1,000 to £1,250 and the accountant £900 to £1,100. 

As stated in the leading article, the Chairman of the 
Commission dissented from the recommendation for the 
appointment of a Central Hospital Commission and would 
prefer the appointment of an Inspector-General of 
Hospitals. 


Medical Representation on Hospital Boards. 


The recommendation is made that when future appoint- 
ments are being made to the Brisbane and South Coast 
and other hospital boards indicated, one of the Govern- 
ment nominees should be a member of the medical profes- 
sion dissociated from the Public Service. 

From this recommendation the Chairman dissented. He 
holds that since the Medical Superintendent is usually 
present at meetings of the governing body, there is reason- 
able opportunity for “the expression of the views of 
qualified men upon matters of hospital administration.” 
He thinks that the present provisions of the Act are wide 
enough to enable any of the appointing authorities to 
appoint, if they so desire, a member of the honorary 
medical staff or any medical practitioner te the governing 
body. 


Correspondence, 


THE FEES OF SPECIALISTS. 


Sir: The recent heated arguments concerning the worth 
of clinical pathologists, combined with the well-known fact 
that the present economic crisis has removed at least half 
the income of our specialists, give food for serious thought. 
It is my opinion, and that of a number of my fellow prac- 
titioners with whom I have spoken, that the present fees 
payable to specialists are not only uneconomic, but also 
undesirable. 

There are some things which perhaps some of your 
readers may be able to explain. For instance, an eye 
specialist (for example) confines himself to a small (if 
highly important) branch of medicine which he studies 
for a year or two. As a reward he demands that a patient 
pay two guineas per consultation for the privilege of being 
treated by him. 

I, and other practitioners, do two or three years’ hospital 
work in preparation for work covering every field of medi- 
cine. We are, casting modesty aside, of the same relative 
value to a patient suffering from food poisoning as is an 
eye specialist to a patient with a corneal ulcer. However, 
because our patient chose food poisoning as his affliction 
rather than a corneal ulcer, he may talk to us for a fourth 
the price. Why? 

Again, I see an infant with gastro-enteritis who is near 
death. After two weeks’ or more skilled treatment, entail- 
ing many visits and much anxiety, I will be lucky to get 
ten guineas, though I undoubtedly save its life. A year 
later the child develops an affliction requiring surgical 
treatment, for which a modest fee of twenty to thirty 
guineas is expected and willingly paid by the grateful 
parents. My earlier work was every bit as necessary, 
skilful and successful as the surgeon’s work, but I get a 
third the fee. Why? 

Last year I attended a patient who had double pneu- 
monia. When my diagnosis was made to the family they 
suggested a specialist who came out'to our rather distant 
suburb, was kind enough to say that there was very little 
other treatment he could suggest and departed with a fee 
of ten guineas in his pocket. The patient was very ill 
four or five days after his visit, so his services were again 
requested. He honoured me by agreeing with what had 
been done, told me that death was a matter of a day or two 
and departed with another ten guineas. I saw the patient 
all hours of the day and night (at the urgent request of 
the family) for a fortnight, in spite of which she managed 
to recover and lived to pay me a fee of nineteen guineas 
fl my work—one less than she paid the specialist for his. 

y? 

Now, I don’t want to be told that specialists have to 
spend a lot of money training for their particular work 
and their services are accordingly more valuable. In a 
discussion I had with a man of my year (now in Macquarie 
Street), I proved to him quite conclusively that I had 
spent considerably more money training for my specialty 
as a general practitioner than he had for his, which dealt 
with a most limited portion of the body. 
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Likewise it is no good bringing forward the argument 
that a specialist is more valuable to the community than 
a general practitioner. He may seem so, but in reality 
he is less, seeing that his field is so limited. I am quite 
prepared to admit (within certain limits) that a person 
with more skill than myself is entitled to a greater fee 
than myself. For instance, if I am uncertain of the 
diagnosis of an obscure condition or want to know the 
latest method of treatment for an incurable disease, I cheer- 
fully admit that a specialist in medicine is entitled to 
his fee for knowing more about it than I do. Again, I am 
prepared to grant that a surgeon is entitled to a reasonable 
fee for a major operation. But I am not prepared to 
admit that he is entitled to charge more than I would 
charge for attending, say, a bad case of gastro-enteritis, 
unless his skill is so outstanding that he is a better surgeon 
than the average. 

And it will leave me quite cold if anyone suggests 
that he deserves more money for looking at a patient’s 
skin than I get for looking at his tongue. 

In short, sir, I beg to suggest that specialists’ fees are 
too high and in some cases iniquitous. It is well known, 
as I said above, that the position of the greater number 
of specialists today is alarming in its financial aspect, 
chiefly because the average patient is quite unable to pay 
the stipulated fee. Of course, I know that a letter from 
a general practitioner will always be kindly received and 
that a patient will be treated considerately even to the 
extent of being seen for a modest half guinea. And, of 
course, we all do free work. 

In sincerity, I suggest that a wholesale reduction of 
charges, semi-officially announced, would result in a larger 
income to all specialists. Many a patient would willingly 
consult a specialist for fifteen shillings or even a guinea, 
where he would definitely refuse to. spend two or three 
guineas. Many and many a time-I have suggested to 
patients that they should see a specialist in one depart- 
ment or other only to be met with the reply that they 
cannot afford it. And when one considers their position 
in the social and economic scale one realizes the truth 
of their assertion. . 

Apologizing for taking so much space in expressing these 
unorthodox views, I ask you to permit me to shield my 
youth and inexperience under the hackneyed nom-de-plume, 

December 18, 1930. 


PULMONARY TUBERCULOSIS IN CHILDREN. 


Sir: Dr. R. L. Thorold Grant, in an article which 
appeared in THE MEDICAL JoURNAL OF AUSTRALIA of Novem- 
ber 22, 1930, contests a statement made by me in a previous 
issue of this journal. 

The statement is that “tuberculous disease in young 
children is suspected more commonly than it exists,” and 
it appeared as a deduction following certain evidence pre- 
sented in an article entitled “Pulmonary Tuberculosis in 
Childhood, with Special Reference to its Radiological 
Aspect,” which was published in THE MEpiIcAL JOURNAL OF 
AustTRALIA of June 21, 1930. 

Both the article and this statement referred specifically 
to pulmonary tuberculosis. 

I also mentioned in this article that one of the most 
frequent problems which confronts the practitioner is “the 
thin child with chronic cough whose parents fear a latent 
tuberculous infection, but who is in reality suffering from 
chronic bronchitis or early bronchiectasis usually associ- 
ated with adenoids or nasal sinus suppuration.” 

In these cases X ray examination often reveals some 
abnormality in the lung markings which is considered to 
be possibly tuberculous, and even a negative result to the 
von Pirquet or Mantoux test will not allay the fear 

-which such a report rouses in the mind of the parents. 
Dr. Grant in his very interesting article shows that 72% 
of children who are close contacts of persons suffering 
from pulmonary tuberculosis give a positive Mantoux 
reaction. 
He also states that “in positive reactors it is usual to 
find confirmatory X ray evidence of tuberculous disease in 


one or both lungs or in the bronchial glands, most com- 
monly the latter.” While I am in entire accord with this 
statement that a very large percentage of contacts of tuber- 
culosis will give a positive Mantoux reaction, I regard this 
as a proof of tuberculous infection and not necessarily 
tuberculous disease. And it has certainly not been my 
experience to find confirmatory radiological evidence of 
tuberculous disease in the large majority of such children. 

Tuberculous disease in young children is usually active 
and has a marked tendency to become generalized with 
fatal results. Chronic pulmonary disease, such as we see 
in adults, is a clinical rarity. 

In the last 700 post mortem examinations at the Royal 
Alexandra Hospital for Children, except for those instances 
in which death occurred as the result of generalized tuber- 
culosis (the majority of patients with the latter condition 
being under two years of age) evidence of pulmonary 
tuberculosis was found in only one case, and in this instance 
signs of activity were present. 

If pulmonary disease due to the tubercle bacillus were 
as common in childhood as it is suspected, surely more 
evidence of its presence would be found in the post mortem 
room. 

Yours, etc., 
Witrrep Evans. 
Sydney. 
December 15, 1930. 


TRACHOMA. 


Sm: In reply to Dr. Murphy I have no knowledge of 
the spread of trachoma in France as I was not employed 
in that field. Trachoma is contagious and does spread 
among certain races, notably the Egyptians, 80% of whom 
are, or have been, infected. It did not, however, spread 
to British troops except in very few cases, notwithstanding 
close association with the Egyptians for four years. 


Trachoma was a very common and serious disease 
in Victoria when I commenced practice, and some years 
ago, in conjunction with Drs. Orr and Lynch, I published 
a map showing its distribution in that State (see “Twin 
Ideals,” Volume I, page 384). It is now comparatively 
rare and fresh cases are quite uncommon. 


Why is it disappearing? Why were the French troops 
under Napoleon in Egypt more than a century and a 
quarter ago devastated by ophthalmia but not by trachoma? 

An Anglo-Saxon community such as exists in Australia 
has little to fear from its accidental introduction from 
abroad. 

Both Colonel Eason and I were profoundly impressed by 
the immunity enjoyed by the troops in Egypt. It is evi- 
dent that for some reason Chinese, Egyptian and Turkish 
peoples are not so immune. Its enormous prevalence in 
Hungary at present, to which my attention was drawn by 
Dr. Jeffreys Wood, illustrates the racial peculiarity. 

The apparent failure to satisfactorily inoculate animals 
suggests some parallelism with the difficulty of inoculating 
leprosy. 

May I again suggest reference to Colonel Eason’s essay 
in Guy’s Hospital Reports, Volume 70. 

Yours, etc., 
JAMES W. BarreEtTT. 
103-105 Collins Street, Melbourne. 
December 20, 1930. 


COLLES’S FRACTURE. 


Sir: As a humble general practitioner who each year 
has to deal with several cases of Colles’s fracture, I read 
Dr. Teece’s article thereon with great interest. Having 
heard Dr. Teece enunciate his method of reducing this 
fracture before, I tried several times to put it into prac- 
tice. So far I have not succeeded, as I do not seem to be 
able to get any purchase on the lower fragment. No doubt 
I am inept or have misunderstood the technique. 

If Dr. Teece could only manage to demonstrate his 
method he would surely have many interested observers 
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who, like myself, would be grateful to acquire a uniformly 
successful technique in dealing with what can sometimes 
prove a difficult fracture to handle. 
Yours, etc., 
A. BULTEAU. 
Pittwater Road, 
Gladesville. 
December 30, 1930. 


Mbituarp. 


NORMAN KEITH ROBERTSON. 


WE regret to announce the death of Dr. Norman Keith 
Robertson, which occurred at Point Piper, New South 
Wales, on January 2, 1931. 


Books Received. 


COLOUR AND CANCER, AN INVESTIGATION, by C. E. 
Iredell, M.D., M.R.C.P.; 1930. London: H. K. Lewis and 
Company. Crown 8vo., pp. 112. Price: 6s. net. 

THE TREATMENT OF ASTHMA, by A. H. Douthwaite, M.D., 
F.R.C.P.; 1930. London: H. K. Lewis and Company. 
Crown 8vo., pp. 172. Price: 7s. 6d. net. 

TECHNIQUE AND RESULTS OF GRAFTING SKIN, by H. 
Henrick Christie, M.S., F.R.C.S.; 1930. London: H. K. 
Lewis and Company. "Demy 8vo., pp. 79, with 35 illus- 
trations. Price: 7s. 6d. net. 

STEPPING STONES TO SURGERY APPLIED 
TO SURGERY), by L. B. Rawling, M.B., B.Ch., F.R.C.S. ; 
1930. London: H. K. Lewis and Company. hacer 8vo., 

pp. 244, with 97 Illustrations. Price: 12s. 6d. net. 

SOCIAL CONTROL OF SEX EXPRESSION, by Geoffrey May; 
1930. London: George — and Unwin Limited. Demy 

8vo., pp. 256. Price: 12s. 6d. net. 

A SYNOPSIS OF MEDICINE, a Henry Letheby Tidy; Fifth 

Edition, revised and enlarged ; 1930. Bristol: John Wright 
and Sons Limited. Crown 8vo., pp. 1047. Price: 21s. net. 

HANDBOOK OF PHYSIOLOGY, by W. D. Halliburton, M.D., 
LL.D., F.R.C.P., F.R.S., and R.J.S. McDowall, M.B., D.Sc., 
F.R.C.P., Nineteenth Edition; 1930. London: John Murray. 

Demy 8v0., pp. 852, with illustrations, Price: 19s. net. 


Wedical Appointments. 


Dr. H. B. Skinner (B.M.A.) has been appointed a 
Quarantine Officer pursuant to the provisions of the 
Quarantine Act, 1908-1924. 

* 

Dr. H. Rogerson (B.M.A.) has been appointed Acting 
Medical Superintendent of the Hospital for the Insane, 
Kew, Victoria, pursuant to the provisions of the Lunacy 
Act, 1928. 

* * 

Dr. N. J. O’Connor (B.M.A.) has been appointed Officer 

of Health for the District of Waratah, Tasmania. 


Dr. H. (B.M.A.) has been Acting 
District Medical Officer and Public Vaccinator, Port Hed- 
land, Western Australia. 

* 

Dr. J. P. Ainslie (B.M.A.), Dr. H. J. Gray (B.M.A.) and 
Dr. J. P. Kenny (B.M.A.) have been appointed members 
of the Dental Board of Western Australia for the years 
1931, 1932 and 1933. 


Appointments Vacant, etc. 


For announcements of medical mt agyeteinante vacant, assistants, 
m tenentes sought, etc., see “Advertiser,” page xvi. 


HAweEra HospitTat BoArp, New ZEALAND: Resident Physician. 
THE ADELAIDE CHILDREN’S HOospiITaAL (INCORPORATED), 
ADELAIDE, SOUTH AUSTRALIA: Resident Medical Officer. 


MWevical Appointments: Important Motice, 


MEDICAL practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 


BRANCH. APPOINTMENTS. 


Association. 


Friendly ‘Boclaty Lodges at Casino. 
SourH Wats: | Leichhardt and Petersham United 
Honorary Secretary, Friendly Societies’ Dispensary. 


135, Macquarie Street, | Manchester Unity Medical and Dis- - 


Sydney. Institute, Oxford Street, 
North Sydney Friendly Societies’ Dis- 

pensary Limited. 
s Assurance Company, 


Phenix Mutual Provident Society. 


All Institutes or Medical Dispensaries. 
VICTORIAN: Honorary | Australian Prudential Association Pro- 
Secretary, Medical prietary, Limited. 
Society Hall, East | Mutual National Provident Club. 
Melbourne. National Provident Association. 
Hospital or other appointments outside 
Victoria. 


‘Members desiring to accept appoint- 
are advised to submit a copy @ e 

agreement to the Council before sign- 

Building, B ing. interests. Societi 

risbane Associate riendly cieties’ 
Street, Brisbane. Medical Institute. 
Mount Isa Hospital. 
Mount Isa Mines. 


SourH AUSTRALIAN: an Jal Appointments in South Aus- 


Secretary, 207, North j 
Terrace,’ Adelaide. All Appointments in 


WESTERN AvUs- 
TRALIAN: Honorary 
Secretary, 65, Saint | All Contract Practice Appointments in 
George’s Terrace, Western Australia. 

Perth. 


NEW ZEALAND (Wel- 
lington Division): | Friendly_ Society Lodges, Wellington, 
Honorary Secretary, New Zealand. 

Wellington. 


Editorial Motices. 


MANuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
ao JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 


All communications should be addressed to “The Editor,” 
THE MEDICAL JOURNAL OF AUSTRALIA, The Printing House, 
Glebe, New South Wales. (Telephones: 


SUBSCRIPTION RatTEs.—Medical students and others. not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of an 
quarter and are renewable on December 31. The rates are £ 
for Australia and £2 5s. abroad per annum payable in advance. 


Societies’ Dispensary. 
Balmain United Friendl Societies’ 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| | | 


